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Every April, OHIO Medicine

previews the Annual
Meeting, listing formats and

schedules, delegates and
candidates. It’s an issue that’s

essential to those who regularly

attend, an enticement to those who
don’t. The July issue, however,

should be read with care by all

OSMA members.
Why? Because our July issue

carries news of the House . . .

your House . . . the one that

meets once each year to make and
set policy for your association.

With so many controversial

issues in medicine these days, it

helps to know which ones have

been singled out for discussion this

year, and, more importantly, how
those discussions were resolved.

Although the official minutes of

the meeting are always included in

this issue, they rarely tell the whole

story. For that, we refer you to the

article written by Associate Editor

Karen Kirk, which provides in-

depth coverage of this year’s “hot

topics.” For a complete look at the

issues — the pros, the cons, the

various views — you won’t receive

a better analysis than this.

Assistant Editor Michelle

Carlson covers the First Session of

the House. Here, accolades and

recognition are extended to

deserving members; the

“Presidential Address” is given;

and, for the first time this year, a

note of suspense was added to the

House with the announcement of

the winners of OHIO Medicine’s

medical student/resident writing

contest. (The winning entry in the

medical student category is

included in this issue.)

Because the Hospital Medical

Staff Section holds its annual

meeting concurrently with ours, we
will include coverage of its topical

program in next month’s issue . . .

and because the OSMA Auxiliary

also ran its annual meeting that

weekend in Cleveland as well,

you’ll see some coverage of

Auxiliary events as well.

The first weekend in May was a

busy one for medicine — and an

important one as well. We hope

you’ll take some time to learn

what your colleagues discussed at

this year’s meeting. And next year,

we hope you can join them. OSMA

kiiAJw Ec/wWs
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PRESIDENTIAL PERSPECTIVES

By John A. Devany, MD
President of the OSMA

Opening the Lines of

Communication

T he annual meeting was

marked by a sense of

militancy, a feeling that

we’ve had it up to here! That’s

great if we can sustain it and
convert it to a determination that

we will be heard and we will help

decide the future of health care in

Ohio and in America.

We do have the most
sophisticated health-care system in

the world, but when our own
parents, our own children, our

own employees, can’t afford that

care, we’ve got problems. We must
be realistic in facing fragmentation

and inefficiencies. We must force

discussion of the many real causes

and push for real priorities.

We object to being treated as a

public utility. We must realize that

we are one of our community’s
greatest resources. We must start

thinking in a community
perspective.

It is said that in politics, there

“It is said that in

politics, there are

players and there are

victims. We want to be

players — so let’s get

at it!”

are players and there are victims.

We want to be players — so let’s

get at it! The Legislature is not in

session because members are out

campaigning. Get in there and

help them! It really makes no

difference which party you are

working for — we need teams on

both sides because we need to have

contact people after the election to

push and explain our problems

and priorities.

Overcome your shyness! Call up
your candidate and offer to help.

Go to a fund-raiser and watch how
it’s done, then give a fund-raiser.

That call and first meeting will be

no more stressful than our first

interview for medical school, and
actually, it can be a lot of fun.

In the political arena, you will

come across a variety of other

groups that wish to push certain

pet projects, and push them with

catchy buzzwords and phrases like

“universal access” and “health

care is a right.” These projects

seem harmless enough, but be

aware that as they push you to

endorse these concepts, they have

enshrouded these words with an

agenda and a meaning specific to

the proposer — so take care to

avoid semantic traps. Push our

principles and priorities and let

catch phrases fall to the floor.
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Presidential Perspectives

There is certainly no scarcity of

opinions and schemes being

proposed on how to provide

affordable health care to everyone,

but as yet no clear consensus has

been reached on the depth of the

problem or on available remedies.

The AMA’s Health Access

America program provides a good
basis for reasonable discussion on
this subject, so become familiar

with it. The American College of

Physicians also has a proposal —
rather non-specific — and the

media recently took delight in

concluding that since the AMA
and the ACP both have different

proposals, there is a big split in

medicine’s approach to the

problem. Actually, I don’t regard it

as a big split. I think it adds

prestige to the dialogue to have it

pointed out that primary care

physicians have a big interest in

America’s future.

The report of the Pepper

Commission seemed almost like a

deliberate attempt at sensory

overload — an attempt to shock

America with the enormity and the

cost of the problem. Though it’s

like being hit with the proverbial

2'x4', we can proceed with a

solution, now that they’ve got our

attention. There is no question

that the new task force on access

and cost will be busy this year.

It has never seemed very bright

to me to spend all of our time

talking to people who agree with

us. There are many powerful

groups and individuals that will be

heard from as decisions on these

important issues are made. Let’s

talk to all of the people involved.

I am asking some of these

leaders to write guest editorials —
no holds barred, just their real and

honest impressions. This can

stimulate dialogue and perhaps

even start a process of

communication. OSMA

. LtAollM
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AUXILIARY PAGE

Together

We Can . .

By Sue Massie

OSMA Auxiliary President

he time for single-handedly

conquering the world is

passe, and teamwork has

become valued as the avenue for

progress. An interesting poem by

Edgar A. Guest says it well:

It’s all very well to have courage

and skill,

And it’s fine to be counted a star,

But the single deed with its touch

of thrill.

Doesn’t tell the person you are.

For there’s no lone hand in the

game we play.

We must work to a bigger scheme,

And the thing that counts in the

world today is

How do you pull with the team?

They may sound your praise and
call you great,

They may single you out for fame,
But you must work with your

running mate.

Or you ’ll never win the game.

Oh, never the work of life is done.

By the man with a selfish dream,

For the battle is lost or the battle

is won,

By the spirit of the team.

Coalitions have become popular

today, not only for the strength

they add to any effort, but also

because we have found that there

is much to be gained by combining

experience and knowledge.

A coalition of 21 national

medical specialty societies and the

American Medical Association has

given impetus to the movement to

devise ways of guaranteeing access

to health care to the more than 31

million Americans who are now
without essential coverage.

The American Bar Association

and the American Medical

Association are working together

to address the problems of

substance abuse by youth.

Doctor/lawyer teaching teams are

going into classrooms and youth

centers to talk with kids about the

legal and medical implications of

drug use. Plans are under way to

involve auxiliaries in the

implementation of this project.

This coalition could bring about

multiple ramifications.

The AMA Auxiliary has joined

with the National Health

Promotion Network (NahpNet) to

become involved in “A Healthy

Youth by 2000” project. Subjects

such as nutrition, substance abuse,

responsible sexual behavior and
physical fitness will be addressed.

More definitive plans are due to be

released this month.

The Ohio State Medical

Association Auxiliary has joined

forces with the American Cancer

Society to reduce the use of

smokeless tobacco. Through local

auxiliary involvement, more than

250,000 young people in Ohio
learned about the dangers of

smokeless tobacco. A second

project was centered on smoke-free

air and geared to youngsters. Local

auxiliaries again made use of

materials provided by the

American Cancer Society to

educate Ohio’s youth.

The OSMA and the OSMA
Auxiliary have made major strides

in the awareness of the benefits of

the two organizations joining

forces toward resolving issues and
continued on page 545
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LETTERS TO THE EDITOR

To the Editor:

The May issue of OHIO
Medicine contains a report from

the chief medical adviser of the

Industrial Commission of Ohio
concerning reports of lack of

effectiveness of generic drugs given

to Workers’ Compensation
patients. The study is interesting

and may be helpful to other

agencies, but it is in no way
definitive, for the following

reasons:

1. A population of chronic

Workers’ Compensation
patients, many of whose claims

date back to the 1960s (one all

the way back to 1947), is

unrepresentative of the general

population and may include

people who have a vested

interest in not “responding” to

drug treatment.

2. As the author notes, generic

medications may lack “street

recognition,” leading patients to

devalue them for a variety of

reasons, including placebo

effects and reduced resale value.

3. The distribution of reported

ineffectiveness more or less

parallels the expected frequency

with which the different drugs

would be prescribed for this

population. Darvon, Valium,

codeine, Motrin and Soma are

high on the list, while Septra

and Stelazine are at the bottom.

Thus, the apparent frequency of

ineffectiveness may be simply a

reflection of how often these

drugs are prescribed for this

group of patients.

Robert D. Gillette, MD
Youngstown

To the Editor:

The excellent article on
malignant melanoma in the May
issue of the Journal deserves the

attention of all in the medical field

— the practicing physician, the

student, the resident, nurses, yes

even retired physicians such as

myself.

But — I can’t find any reference

to where the estimable Dr. Hiyama
practices, or the name of his “our
institution.” I can find no credits

for this fine, readable article.

If reprints are available, I would
appreciate one.

Harvey G Gunderson, MD
Toledo

Editor’s note: The article on
“Malignant Melanoma: Current

Management” by Darryl T.

Hiyama, MD, which ran in the

May, 1990 issue of OHIO
Medicine was part of our “On
Rounds” series of articles

submitted by Josef E. Fischer,

MD, and written by surgical

residents and some faculty of the

University of Cincinnati Medical

Center. No reprints are available,

but the article may be reproduced

without permission if for scientific

or educational purposes.

SOURCES FOR CLINICAL CLIPS
Medical student applications USA Today

Medical student debt American Association of Medical Colleges

Number of skin cancers, deaths American Cancer Society

Number of sexually transmitted diseases Ohio Department of Health

Hospital beds, physicians USA Today

Spending on AIDS AMA News, Sept. 8, 1989

CONTINUING MEDICAL EDUCATION

August

18

Columbus

Comprehensive Review in Internal Medicine

Columbus Hyatt on Capitol Square, 75 E.

State Street, Columbus
The conference is designed to prepare persons

studying for their boards in internal medicine

as well as to provide updates with current

scientific information to practicing internists

and others. Participants must register for a

minimum of four days of the week-long

conference, at $550.

77.5 credit hours, Category I

For more information, call Ohio State’s

internal medicine department at (800)

752-8606.
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policy...but we
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SECOND OPINION

Weighing the Good and

the Bad in Medicine

By Thomas G. Olsen, MD

Editor's note: Thomas G. Olsen,

MD, Columbus, is past president of
the Ohio Dermatological

Association. We are printing an

abbreviated version of his

presidential address, as we believe

his message is one that will touch

all of our readers.

H aving served in a

leadership position for a

year, I have a few

observations and comments
concerning our role now, and in

the next decade. The comments
have to do with your present

situation, both good and bad.

Share with me, if you will, a

typical day of a dermatologist or

any physician — regardless of a

university or private practice

setting — in the year 1989.

The day begins with a staff

meeting for the section of internal

medicine at your local hospital.

The meeting is called to order at

7:30 a.m. The bulk of discussion is

presented by committee members,
giving the results of laborious

quality review studies, sanctions by

the Professional Review

Organization and the steps the

section will need to take to meet

the coming accreditation review of

the residency program. The
meeting drags on for over an hour,

and you reflect on the not-too-

distant past, when hospital

meetings were to-the-point and
lasted only half an hour.

Considering the tremendous

administrative costs required to

provide the various audits and
reviews, you can’t help muttering

under your breath, I don’t even do
much hospital work anymore.

Should I drop out of the section

of internal medicine altogether?

You rush back to the office

where you are to start seeing

patients at 9:00. There, you are

greeted by the sheriff with a

malpractice summons that names
you as defendant. Frustrated, you
send a copy of the suit to your

attorney.

During a mid-morning coffee

break, you receive a phone call

from a colleague in the university

who informs you that a grant

proposal that you had collaborated

upon was turned down.
A few more patients are seen

and then, with the morning
concluding, you review your

financial statements for the past

quarter, showing your overhead

close to 63%, with Medicare barely

covering 40% of overhead cost.

You glance at your desk and see

among the literature scattered on

its top a blurb on mandatory
assignment and expenditure

targets. A paragraph on national

health care follows, and you

become aware that in Ohio bills

are beginning to be introduced to

implement such systems. With a

frustrated sigh, you pass up an

invitation for lunch, opting instead

for a low-calorie triplet of

Tagamet, Maalox and Valium. A
brief nap follows, and at 1:00 p.m.

you are awakened by the sun

beginning to shine through the

window on the afternoon mail.

You sort through it, reading a

piece here and there, and as you

start to see patients, you are
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somewhat assured that within

medicine and dermatology there

are people and groups not simply

lying down and allowing “run-

over” tactics by government,

private insurance companies and

industry.

About midway through the

afternoon, you pause and reflect

upon the patients you have seen

that day, and the drugs you have

used. We truly have witnessed a

drug explosion, you think, directly

proportional to successful research

in the private and governmental

sector.

A phone call from your spouse

follows: Can you attend your

daughter’s swimming meet in a

week — a “work-in,” not formally

on your schedule. Loathing to

cancel patients, you do so anyway
. . . grateful that you are in a

profession that allows you to make
time for the family.

The final encounter of the

afternoon is with an octogenarian

whom you had seen one week ago.

As you walk in the room, the

patient rises, thanks you

vociferously, and hugs you. You
think to yourself, a small pleasure.

You leave the office at 5:30,

thinking that it has been a tough

day, with many ups and downs,

but that last encounter meant a

lot.

Hopefully, your days will not be

as rocky as Dr. X’s, but we
certainly live in a time where
medicine and dermatology are

constantly challenged — the good
balanced with the bad.

On the bad side is an
encumbering bureaucracy that

affects all of us at federal, state

and local levels. Paperwork never

ends, and it seems that the system

becomes progressively inefficient

even with computerization and the

“high tech” of the 1990s.

Malpractice claims in medicine are

“In the past, we
evaluated and treated

patients based upon

signs and symptoms of

disease. Now, we are

forced to consider

costs of various

diagnostic studies,

length of hospital stay

commonplace.
We have lost a certain amount

of our power base compared to 15

years ago. In the past, we
evaluated and treated patients

based upon signs and symptoms of

disease. Now, we are forced to

consider the costs of various

diagnostic studies and length of

hospital stay, and heed review

audits that may conclude that we
have practiced bad medicine. It

would appear that money is

directing the delivery of medical

care.

Unfortunately, too, there has

been much greed among the

medical profession, probably most

apparent through the “golden

years” of Medicare — the ’60s

and ’70s. Physicians for years have

written a blank check to the

government, and have been

reimbursed for services. Like it or

not, these excesses have

contributed to the financial

instability of Medicare.

In the research arena, sound and
innovative grant proposals are

frequently not funded — leading

to frustration among our younger

researchers who are then forced

out of the creative research

environment.

Expenses have increased for all

physicians, and these have certainly

outstripped the relative capping of

income that has evolved from

modified fiscal policies of

government and private insurers.

While it is true that “the bad”
is extremely frustrating, I think we
have to reflect on the many
positive aspects of medicine in

1989. For one, our legislative

power base is beginning to become
more established and respected.

Physicians have become
increasingly active in the political

and socioeconomic arena and

many more are opting and
successfully running for political

office. In addition, physicians as a

whole have renewed confidence in

organizations, making the latter

more effective, particularly when
balancing the demands of

government, industry and private

insurance.

And it’s still a “fun-to-practice”

atmosphere in 1989 and 1990.

Consider the tremendous

diagnostic advances we have —
computerized axial tomography,

nuclear magnetic resonance and

immunohistochemical techniques

utilizing monoclonal and
polyclonal antibodies for

diagnoses. It’s really an exciting

time.

The question, then, becomes
where are we headed and who
wins this particular struggle — the

good or the bad? Well, I can tell

you that I feel very confident that

we will be winners. Because of

limited money to spread around,

we have to realize that there may
be some fiscal changes, but these

will not be dramatic. We can talk

about the threat of national health

care and the Canadian system all

we want, but I can tell you this —
that the pendulum will swing

July 1990 493



Second Opinion

somewhere back toward the

middle, and our patients will

dictate this position. There will be

adjustments, but things will not be

catastrophic. Reflect, also, upon
the words of OSMA Immediate

Past President William Marshall,

MD, who reminds us that medicine

is the only profession in which

everyone follows the same
methods, is activated by the same
goals and pursues the same end

for solidarity of purpose. We take

a situation that is wrong — but

naturally wrong, the wrong of

Mother Nature — and we correct

it. Compare this to the legal

profession where human beings

have created the wrong. With our

basic theme, we have a definite

selected advantage — we will be

winners. Yet, how do we ensure

that physicians win and that we
are able to practice medicine for

the optimum benefit of our

patients? I think the answer is

twofold. There must first be a

recommitment and continuing

emphasis on being doctors. In a

time when our public support is

being eroded, we need to go back

to some basic principles of

humanism. We need to take time

with patients, to explain their ills;

with older patients, we have to try

and understand their confusion

and be good listeners. If older

patients require forms, we need to

at least have a happy staff member
who can assist them and make
them feel secure. We need to teach

our younger people the importance

of “the laying on of hands.”

Touch gives people tremendous

reassurance and develops rapport

and confidence in the physician.

We should not forget this skill.

We must continue to be role

models for our medical students

and residents. We should

participate in medical clinics and
grand rounds at the university. We
need to continue to be on hospital

staffs and remain visible among
our colleagues. We must read the

literature and stay current. Most

importantly, we must be faithful to

our patients and be their

advocates.

If we reflect, redirect and
implement these ideals of

medicine, patient attitudes will

change and we will regain a power
that no politician, industry official

or any other can challenge. There

is no greater satisfaction in the

world than helping someone feel

better. We are lucky to be in such

a unique position.

Secondly, we must be active and
support the effective organizations

of medicine. Now, I know that

many of you don’t have the time

or you are cynical about

organizations. However, you don’t

necessarily have to give an

enormous amount of time or a lot

of personal effort. What is needed

is a maximum of emotional

support and occasional financial

backing. I would urge each of you
to reflect on this and lend your

support in whatever manner
possible. This is not a time for

agitated apathy.

I close by relating to you a

recent conversation that I had with

my 10-year-old son, who had been

ruminating about careers in

medicine, business, law and
professional sports. He asked me,

specifically, “Dad, should I be a

doctor?” My answer was a rapid-

fire, emphatic “yes.” I believe in

our medical system, and while I

realize that change is upon us,

with participation and rededication

to Hippocratic ideals, medicine —
and our patients — will continue

to grow and to thrive. OSMA

HMSS officers elected

The OSMA-HMSS Secretary

elected the following Lance Talmage, MD
officers for 1990-91 at its Toledo

annual meeting in The Toledo Hospital

Cleveland on May 4:

Delegate

Chair Charles Mueller, MD
Edmund Jones, MD Columbus

Cincinnati University Hospitals

Bethesda Hospitals

Alternate Delegate

Vice Chair James Macklin, MD
Steve House, MD Columbus

Dayton St. Anthony Medical

Kettering Hospital Center
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The Cleveland Clinic Foundation
presents

Colorectal Disease in 1990.

TIME - CODED &
INDEXED FOR
EASY ACCESS.

An International Exchange of Medical

& Surgical Concepts.

This 3-day symposium on colorectal disease is presented by over

20 international experts. Taped live at the meeting, it has been

captured in a high quality, 18-hour video series. Emphasis is on

surgical and medical concepts.

Specific Seminar Topics:

• Anorectal Disease—treatment in

the outpatient or office setting

• Colorectal Cancer—surgical

treatment and follow-up

• Familial Adenomatous Polyposis

and its Extracolonic Manifestations

• Rectal Cancer

• Ulcerative Colitis

• Crohn’s Disease

• Office Proctology

• Ileoanal Pouches

• Colorectal Motility

• Clinical Challenges

You will receive clear, broadcast-quality VHS videocassettes that are

time-coded and indexed for easy referencing. You’ll be able to move
quickly through the material to areas of your particular interest.

This program offers you 18 credit hours in Category II of the

Physicians Recognition Award of the American Medical Association.

To order call 1-800-284 VIDEO or write Meducation Video, Inc.,

P.O. Box 8589, Cherry Hill, NJ 08002. Credit card orders accepted.

MEDUCATION
VIDEO
your library for CME conferences

Meducation Video, Inc., RO. Box 8589, Cherry Hill, NJ 08002 (609) 486-1212
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IN THE NEWS
Colleagues

EDWIN T. SMITH, MD, Cincinnati,

has been elected president of the

medical staff at Providence Hospital

. . . J. CRAIG STRAFFORD, MD,
Gallipolis, has been elected president

of the board of directors of the

Holzer Clinic ... A. GARY
BITONTE, MD, Youngstown, has

been elected to the board of directors

of First Federal Savings and Loan of

Youngstown . . . WALTER N.

STONE, MD, Cincinnati, has been

elected 29th president of the Ameri-

can Group Psychotherapy Associa-

tion . . . FRANK ISABELLE, MD,
Upper Arlington, has been re-elected

president of the Central Ohio Medical

Group . . . H. PAUL LEWIS, MD,
Cincinnati, has been elected president

of Bethesda Hospital’s medical/den-

tal staff . . . OLGA JONASSON,

MD, Columbus, has been selected as

the 1990 Medical College of Pennsyl-

vania National Board Award recipi-

ent. The award is given in recognition

of Dr. Jonasson’s outstanding contri-

butions to the health-care field . . .

ERNEST MEESE, MD, Cincinnati,

has been elected president of the

American Cancer Society’s Ohio
Division . . . SALVATORE APICEL-
LA, MD, Salem, has been named to

the board of trustees to the Salem

Community Foundation . . .

JOSEPH SUDIMACK, JR., MD,
Worthington, has been named medi-

cal director of the Ohio Bureau of

Workers’ Compensation Rehabilita-

tion Division . . . THOMAS F.

ZUCK, MD, Cincinnati, has been

Appointed president-elect of the

Council of Community Blood Coun-

cil .. . BERNARD KUHR, MD, Co-
lumbus, has been named chief clinical

officer for the Delaware-Morrow
Mental Health and Recovery Services

Board . . . ANTONIO S. LICATA,
MD, Steubenville, has been appointed

medical director of Weirton Medical

Center . . . ROBERT OSHER, MD,
Cincinnati, has won the top award for

surgical excellence from the American

Society of Cataract and Refractive

Surgeons. It is the fifth time he has

won the award since 1984 . . . JAMES
J. AUGUSTINE, MD, Spring Valley,

has been named one of 66 Dayton

area “Up and Comers’’ . . . ED-
WARD H. SAEKS, MD, Cincinnati,

has been elected president of the

medical staff at The Jewish Hospital.

Cincinnati medical student appointed
to AMA Board of Trustees

Audrey J. Ludwig, a medical

student at the University of

Cincinnati College of Medicine,

was recently appointed to the

Board of Trustees of the American
Medical Association.

Ms. Ludwig was selected to serve

on the 14-member board as a

representative of the American
Medical Association Student

Section (AMA-MSS).
She received her B.S. from the

University of California at San

Diego in 1987 and will receive her

MD from the University of

Cincinnati in 1991.

Since 1987, Ms. Ludwig has

been active in organized medicine,

both at the state and national

levels. At the Ohio State Medical

Association (OSMA), she served as

a delegate on the Medical Student

Section’s Governing Council from

1987-88, as an Ohio Medical

Political Action Committee
(OMPAC) Board Student

Representative during 1988-89 and

as a student representative since

1987.

At the American Medical

Association (AMA), she served as

a delegate of the Medical Student

Section from 1987-88, as project

coordinator of the AMA-MSS
National AIDS Education Project

since 1988 and as an alternate

delegate, OSMA-MSS, Ohio

delegation, to the AMA’s House
of Delegates.
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Smoking issue up in the air

Those cigarette addicts who take

their last drag before they board

that big silver bird might be a little

miffed to find out that while

they’re having a nicotine fit

somewhere over Georgia the pilot

is lighting up his or her second or

third smoke since takeoff. That’s

because cockpits are excluded

under the new airlines smoking
ban.

The big problem with pilots

smoking isn’t nicotine, it’s carbon

monoxide, according to Dr. Alan
R. Kahn, a University of

Cincinnati biomedical engineering

innovator and former Air Force

flight surgeon. Tobacco smoking
delivers significant amounts of

carbon-monoxide gas to the

smoker’s bloodstream and
specifically to red blood cell sites

that would otherwise carry oxygen

molecules. Smoking 20 to 30

cigarettes may cause 5% to 10%
of the hemoglobin to be tied up
with CO : . This blockage of oxygen

may not be a big deal at ground
level, but may become a very big

deal for pilots at flying altitudes.

One magic number Kahn speaks

of is blood oxygen saturation of

85%. Normal is mid 90s to 98%.
In hospitals, alarms go off at

85%, because near that point and
below, a patient’s judgment
diminishes and nausea, dizziness,

headaches or shortness of breath

can result. Kahn developed a

portable oximeter to monitor

blood oxygen levels and began

testing passengers aboard airliners.

He found flight levels as low as

88%. Commercial pilots refused to

be monitored.

Blood oxygen saturation is also

diminished by altitude. Age and
weight are also factors. For

example, an aircraft cabin altitude

of 9,000 feet may be OK for a

30-year-old pilot but not for a

50-year-old. Unfortunately, most

captains are usually older.

A smoker at a true altitude of

10,000 feet may be effectively at a

physiological altitude of 15,000

feet. Or, the blood oxygen of a

non-smoker in the passenger cabin

may read 87%, while a pilot-

smoker up in the cockpit might

read 77% — a level of dangerously

diminished judgment.

It takes 24 hours or more to

wash out all of the carbon

monoxide out of the blood. So
even if an airline bans smoking in

the cockpit, a pilot-smoker who
“tanked up’’ before flight could

still suffer impaired judgment

aloft.

ChoiceCare out
from under
supervision

ChoiceCare, Cincinnati’s

beleaguered health maintenance

organization, was released from its

two-year-old supervision by the

Ohio Department of Insurance.

The Ohio Department of

Insurance has overseen

ChoiceCare’s day-to-day operations

since March 17, 1988, after a U.S.

District Court jury found that

ChoiceCare violated federal

regulations related to price fixing,

securities fraud and racketeering.

“ChoiceCare has demonstrated

to the community and the state

that we are a sound, well-managed

organization,” says Daniel A.

Gregorie, MD, a physician

executive who was named
ChoiceCare’s president as part of

the company’s court-ordered

reorganization.

“ChoiceCare never has been

stronger financially or

organizationally,” says Dr. Gregorie.

Since the March, 1988 litigation,

ChoiceCare’s enrollment has grown

from 100,000 to 130,000

subscribers. Physician participation

increased from 2,000 to 2,400.
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In the News

OSMA names science

Mark J. Olsen, a 12th-grade

student at Worthington High
School, Worthington, Ohio, was

named by OSMA’s judging team

as winner of the association’s top

award during the 42nd Annual
State Science Day on April 21,

1990, at Ohio Wesleyan University,

Delaware, Ohio. The event, which

featured more than 800 exhibits by

seventh- through 12th-grade

students from throughout Ohio, is

sponsored by the Ohio Academy
of Science.

Olsen’s winning exhibit was

entitled “Investigation of the

Cytotoxicity of the Tyrosine-

Melanin Pathway in RPMI-7951.”
He will receive a plaque and $100

savings bond from the OSMA.
This is the second time Olsen has

won an OSMA award at State

Science Day. In 1988, he was

named winner of the lOth-grade

level award.

The OSMA judging team also

named grade-level winners.

contest winners

including two eighth-grade

exhibits:

7th Grade — Brian M. Sturtz,

Bucyrus, Ohio (Wynford Middle

School), “Optical Illusion: Eye

Confusion”
8th Grade — Rebecca E.

Jackson, Mt. Gilead, Ohio (Mt.

Gilead Junior High School),

“Noise-Induced Hearing Loss”

8th Grade — Scott M. Yano,

Fayette, Ohio (Evergreen Middle

School), “How Do You
Communicate With a Deaf-Blind

Person From a Distance?”

9th Grade — Neil P. Desai,

Dayton, Ohio (Carroll High

School). “Anemia: Its Occurrence

in Various Groups”
10th Grade — Ilea A. Mathis,

Westerville, Ohio (Westerville

North High School), “To be or

not to be MCF-7. Use of

Isozymes/DNA to Determine the

Profile of Breast Cancer Cells”

11th Grade — Kathleen R.

Liesenfeld, Upper Arlington, Ohio

(Upper Arlington High School),

“Viral Infections on Cells”

The grade-level winners will

receive framed certificates from

OSMA.
This marked the ninth

consecutive year that OSMA has

sponsored awards for State Science

Day.

Melanie S. Kennedy, MD,
Columbus, served as chair of the

OSMA judging team. Other

members included Thomas J. Boes,

MD, Columbus; Dennis M. Doody,

MD, Columbus; John D. Hubbell,

MD, Lima; Susan Hubbell, MD,
Lima; Leonard J. Janchar, MD,
Marion; Mark Mentser, MD,
Columbus; Charles B. Reiner, MD,
Delaware; William G. Wasson,

MD, Canton and Judy Westman,

MD, Columbus.
Next year, members of OSMA’s

Young Physicians Committee will

assume judging duties.
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Teen pregnancy:
solving it from
the other side

To date, most of the programs

designed to reduce teen-age

pregnancy have been directed

toward female adolescents. Now,
the move is on to push abstinence

and pregnancy prevention on boys.

“The reason we’re looking at

boys is (because) we didn’t solve

the teen pregnancy problem with

our programs for the girls,” says

Wayne Pawlowski, training director

of Planned Parenthood of

metropolitan Washington, D.C.

Pawlowski was in Dayton recently

to present a day-long seminar on
“Reaching the Boys:

Understanding Male Sexuality.”

Although boys will be educated

about contraceptives, they will also

be warned against engaging in

risky behavior — especially in view

of the rapidly growing group of

young AIDS victims. They will

also be taught how to

communicate with partners.

The most effective

communication in preventing teen

pregnancy, however, may come
from an entirely different source.

Carrie Morris, program co-

ordinator of Dayton’s Teen

Connection, says she finds few

approaches more powerful than

citing the Ohio law that makes
teen fathers responsible for child

support payments when they turn

18. Even if the child’s mother
doesn’t take the father to court,

the child has until the age of 24 to

take court action — and can,

ultimately, collect a lifetime of

back support payments.

“That really opens their eyes,”

says Morris. “They believe they

can turn and run. We blow that

myth right out of the water.”
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Clinical Clips
29.000

The number of 1989 medical student applications

$45,000

The average debt of medical school graduates

600.000

Number of new cases of non-melanoma skin cancer

expected in 1990

27,600

The number of melanomas expected

6,300

The number of expected melanoma deaths

36,269

The number of cases of gonorrhea in Ohio in 1989

27,398

The number of cases of chlamydia in Ohio in 1989

55

The number of hospital beds per 10,000 Americans

22

The number of doctors per 10,000 Americans

$76 ,877,000

Total state-only spending on AIDS during fiscal

year 1989 in California

$2 ,103,300

Total spending in Ohio

$0

Total spending in eight other states, including Iowa,

Montana, Vermont and West Virginia

*Sources for Clinical Clips on page 490.

July 1990 499



OHIO POLITICS

A Lesson in Law: Civics 101
By Michelle J. Carlson

Ohio Supreme Court Justice Craig Wright addresses attendees at OMPAC
luncheon.

A s a public figure, Ohio
Supreme Court Justice

Craig Wright receives a

number of requests to deliver

speeches to various associations

and civic organizations.

The problem, he says, is that “I

feel a little like Zsa Zsa Gabor’s

fifth husband — I know what I’m

supposed to do, but it’s hard to

make it interesting.”

Justice Wright may have been

worried, but he had no trouble

keeping the audience’s attention as

he addressed the OMPAC
Luncheon at the OSMA Annual
Meeting, held recently in

Cleveland. In fact, many of the

physicians and spouses in

attendance probably left with a

better understanding of the legal

system since Justice Wright chose

to turn his speech into a Civics 101

lesson.

“Our first problem,” he began,

“is that juries have been allowed

to lose their focus” when it comes
to awarding damages to plaintiffs,

often “allowing outrageous sums
that don’t match plaintiffs’ losses.

“I haven’t lost confidence,” he

hastened to add, “they just need

guidelines in determining losses.”

What juries need are competent

judges that are capable of

interpreting the law, though Justice

Wright allowed that “even judges

can become like unguided missies

at times.”

Which brings us to another

problem: “Policy-based law is

premised on values, which places

judges in the position of making
values come true.” Personal values,

of course, can vary widely, “and
the one thing that’s important in

the law is predictability, (otherwise)

the process collapses into

uncertainty.”

Policy-based law, he continued,

has several set-backs: It allows “a

judge to choose his result and

reason his way backwards . . . the

less favored in life will be less

favored in law (and) it defies

another basic concept —
legislators are elected to make
laws, not judges.”

As an example of what he was

trying to explain, Justice Wright

went on to discuss the

constitutionality of the death

penalty.

“(Supreme Court Justice)

William Brennan opposes it,” said

Justice Wright. “He says the death

penalty falls short of the

constitutionality of human dignity.

But human dignity isn’t

guaranteed in the Constitution.

“I deeply believe,” he added,

“that judges sometimes have to be

unpopular to uphold the

Constitution.”

As for the future of the system

— which many physicians probably

cast a wary eye at in light of the

runaway malpractice crisis — “so
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long as judges understand their

proper role and exercise restraint,

the judicial system will survive,”

Justice Wright said. “The system

is basically sound, but citizens

have to show their concern if it is

to continue.”

Justice Wright purposely kept

his speech short so that he could

take questions afterward. What
follows is a sample:

One member of the audience

asked Justice Wright about his

confidence in the jury system since

we seem to be moving toward how
much will be awarded and not on
who was at fault.

Justice Wright responded that he

did not find that to be the case in

his court, noting that of 16 cases,

two that were definitely cases of

fault were settled out of court. In

fact, “I find that most of the

cases involving fault are settled,”

he said.

Eventually, “we may end up in

some kind of no-fault system . . .

however that is a legislative

problem.”

Another audience member asked

Justice Wright his view on health

care as a right.

“It’s not a constitutional right,”

he responded, “but it may well be

rapidly moving toward the

legislative area,” where indigent

citizens will be assisted in

obtaining health insurance. That’s

not necessarily a bad idea, he said,

but it will most probably mean
higher taxes.

One final questioner asked

whether Justice Wright believes

whether the contingency fees of

lawyers are moral.

His response: “Well, you’ve got

two problems: One, should we
have the courts open to everyone?

I think so. Do we go to the

English system? I think not. I

don’t have a problem with

someone going to a lawyer and

entering into a contigency

agreement. Otherwise, they’re not

going to get to court (because of

high lawyer fees).

“I do draw the line at

impunities,” he continued,

“because punitive damages are

designed to punish. However, this

is a public problem, which should

go to the General Assembly.

“Many times,” he summed up,

“legislative policy is simply twisted

at the executive level, which is when
the courts should step in.” OSMA

OMPAC honors
award winners

A n Ohio physician and a

physician spouse became
the third annual recipients

of the Ohio Medical Political

Action Committee’s (OMPAC)
Distinguished Service Awards.

Honored during the committee’s

26th annual luncheon, which was
held in Cleveland in conjunction

with the OSMA’s Annual Meeting,

were H. William Porterfield, MD,
Columbus, and Viola Colombi, of

Cleveland.

Dr. Porterfield, a plastic and
reconstructive surgeon, is chair of

the board of trustees, president

and CEO of Physicians Health

Plan of Ohio.

Colombi is a former president of

L to R: Jerome Kimmelman, MD, Viola Colombi, Justice Craig Wright,

and H. William Porterfield, MD.

both the Cleveland Academy Auxiliary, and is the widow of

Auxiliary and the OSMA Christopher A. Colombi, MD.

July 1990 501



MEDICAL STUDENTS

AIDS:

Education vs. Ignorance

A Mandatory Issue

By Jane L. Uva

A IDS is projected to take its

toll on seven million people

in the next two decades

with the country spending about

$50 billion dollars on AIDS costs.'

Not only do these astronomical

figures cause alarm but they

should provoke change. AIDS is a

preventable disease that needs to

be seriously addressed in order to

decrease premature death. AIDS
education should be a priority

today, yet this education is lacking

in the school systems at all levels.

AIDS education must begin in

the elementary grades. Children

must learn the facts. In addition,

AIDS education needs to continue

in junior high and high school.

One program that targets

kindergarten through college-age

students is the Wright State

AIDS education must begin in the

elementary grades. Children must learn the facts.

In addition, AIDS education needs to continue

in junior high and high school.

Student to Student Program. This

program has reached over 3,000

students since July of 1989. The
biggest problem the program faces

is the educational system’s

resistance to this type of

education. Many teachers,

principals and parents agree on the

critical need for AIDS education,

yet few schools are willing to

address this essential topic in their

curriculum. Elementary and junior

high educators believe that AIDS
education is needed only at the

high school and college levels, but

by then it may be too late. AIDS
is a very controversial subject that

people are afraid to talk about

with children. It is, nonetheless, a

preventable disease that children

must be educated about to dispel

the many myths that seem to go
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Not only is the lack of AIDS education

program in the elementary grades a problem,

medical schools also suffer from this deficiency

with the disease. Furthermore,

AIDS education should also be

aimed at the parents and teachers

of these children.

Not only is the lack of an AIDS
education program in the

elementary grades a problem,

medical schools also suffer from
this deficiency. The medical school

curriculum adequately addresses

the disease process of AIDS, but

most medical schools do not offer

courses explaining to students

techniques for educating patients

about AIDS prevention. Future

physicians need to be comfortable

and knowledgeable about issues of

intravenous drug use,

homosexuality, heterosexuality and
condom usage. Clearly, medical

school curricula needs to expand

to teach medical students how to

interview, assess and intervene with

patients who are HIV positive.

Students need information about

different methods of prevention

and treatment. They also need to

examine their personal attitudes

about AIDS so that they can work
more effectively with their patients.

One program that facilitates

these educational goals is the

Dayton-Columbus AIDS Outreach

and Prevention Program. This

program trains medical students to

interview intravenous drug abusers

and their sex partners. This

training and work experience

serves as an additional educational

tool to address areas not covered

in the medical school curriculum.

Medical students need to be

educated to deal with the present

and future concerns of AIDS in

order to be effective physicians.

Since patients are becoming more
actively involved in maintaining

their health, medical schools need

to educate their students to act as

consultants rather than omnipotent

dictators. AIDS is a preventable

disease; therefore, the priorities in

medical schools need to change

and address patient education,

counseling and risk assessment.

AIDS education is a mandatory
issue for students in all levels of

their education. This country

needs to educate its citizens to

prevent the overwhelming

prediction of premature death.

Likewise, increased AIDS
education will promote health and

decrease the future cost of health

care. Education will place the facts

in the forefront and hopefully

eliminate many of the false biases

and unfounded prejudices against

AIDS patients. Education,

moreover, can decrease the panic

that is often associated with AIDS
and increase the healthy lifestyle

behavior of Americans. AIDS
education must begin in the early

grades in our school systems

because today’s children are

tomorrow’s leaders. OSMA

1. Model Predicts Huge Jump in

AIDS in Coming Years, American
Medical News, December 22/29;4.

Jane Uva is a second-year medical

student at Wright State and co-

director of WSU’s Student to

Student Program.
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physical and psychological independence.

Physical therapists. Speech and language
pathologists. Psychometricians. Prosthetists.

Every therapy discipline is represented on our
rehabilitation team. Board-certified physiatrists

orchestrate each patient’s personalized treat-

ment plan, supported by the only all-RN nursing
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FIRST SESSION

The
of

Anyone familiar with Dr.

William Marshall’s tenure

as OSMA’s president knows
that the words “unity” and
“teamwork” took on slightly

different meanings this past year.

Of course, the words applied to

physicians working together to

improve organized medicine, but

because Dr. Marshall’s wife,

Barbara, served simultaneously as

the OSMA’s Auxiliary president

(an OSMA first, it should be

noted), the words came to

represent the dedication of both

groups working together as a

unified front.

That both groups achieved this

goal was evident throughout Dr.

Marshall’s presidential address

during the opening session of the

House of Delegates.

“Last year,” said Dr. Marshall,

“we vowed to you that on all

issues facing our two associations,

we would emphasize unity and
teamwork ... I am pleased to

report to you that we have kept

this promise.

“By working as a team,” he

First Session

the House
By Michelle J. Carlson

continued, “we have created a

truly synergistic effect, with our

joint efforts being greater than

anything that could be achieved by

either of us separately.”

As examples, Dr. Marshall

pointed to several joint projects,

including the “Age of Choice,” a

statewide conference on teen-age

sexuality; an adolescent AIDS
conference; a no-smoking
movement, which included Dr.

Marshall’s no-smoking poster and

a resolution sponsored by the

Auxiliary to ban smoking in

physicians’ offices; and an effort

with members of the Hamilton-

Fairfield Academy of Medicine

that resulted in an ordinance to

make tanning parlors safer.

These joint projects are by no

means all-inclusive but they are a

good representation of the efforts

made by both OSMA and the

Auxiliary.

Of course, Dr. Marshall also

noted organized medicine’s efforts

to speak out against universal

health care and establishing better

working relationships with third-

party payors, including

Nationwide/Medicare, Medicaid

and the Blues.

Everything, however, is far from

perfect in the house of medicine,

as Dr. Marshall attested that

during his travels around the state,

he became aware that overall

physician morale is low.

“It is so low,” he said, “that

they talk of early retirement and

they do not encourage their

children to go into medicine. They
are hostile about government and
third-party intervention into

private practice. They are fed up

with utilization review, second

opinion programs and PRO
interference ... it is easy to

understand why morale is so low.

“But,” he continued, “I must

be an optimist at heart. Because as

bad as it sometimes seems, I

remain confident that Ohio
physicians can and will persevere.

There are solutions to every

problem we face — our challenge

is to find them and develop an

action plan.”

And that, it would appear, is
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First Session

L. to R.: Barbara Marshall, Immediate Past President of the OSMA
Auxiliary, William J. Marshall, MD, Immediate Past President of the

OSMA, and John A. Devany, MD, newly installed President of the

OSMA.

exactly what the OSMA and
OSMA Auxiliary has been

vigorously trying to accomplish

through a unified front.

That there is still hope for

organized medicine to flourish

while simultaneously protecting the

rights of its patients became even

more clear through several

speeches and presentations given

during the opening session of the

House.

Ray W. Gifford, MD, a member
of the AMA Board of Trustees,

announced that “the board has

continued to strengthen the AMA
and organized medicine,” namely
by defeating expenditure targets, by

introducing into Congress a bill to

pre-fund Medicare and by

introducing Health Access

America, which was unveiled in

March. The latter program, Dr.

Gifford continued, “proposes to

federalize Medicare so benefits will

be uniform across America (which

should benefit 10 million people)

... by mandating employers to

provide health insurance, another

20 million will have insurance.”

Although Dr. Gifford

acknowledged that the house of

medicine has been ailing lately,

“I’m beginning to see a glimmer
of hope. Maybe the light I see at

the end of the tunnel is another

train, but I don’t think so,” he

said, adding that physicians must
remember why they became
physicians in the first place.

“We must continue to be our

patients’ advocates. We are given

the power to heal and to relieve

suffering,” he said. “I hope you
share with me my pride in this

profession, which has been

instrumental in bringing quality

health care to the American
public.”

Walter A. Reiling, Jr., MD, chair

of the OSMA’s Membership
Outreach Program, had some
words for the House, and though

they were not quite as upbeat as
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Dr. Gifford’s, they may have

spurred some in the audience to

take a more active position.

“Many of my fellow physicians

ask me what is the value of

belonging to organized medicine,”

Dr. Reiling began, “what is the

value received for the value spent.”

The simple answer to that, he

continued, is that “no individual

physician acting alone can impact

on the forces opposing medicine”
— it takes a united front.

And, he continued, “the only

way to raise membership is to act

on a peer-to-peer basis.” This past

year, 34 members answered Dr.

Reiling’s call and recruited at least

one new member; over the last five

years, membership has grown from

19,191 to 21,036 physicians, an

increase of almost 10%.

Unfortunately, the figures are

misleading, since active dues-

paying members have only

increased 3% while the number of

exempt members has gone up

33%.
“So while we appear to be

gaining ground, we’re actually

losing active membership,” he said.

“Unity brings change in what is

happening in medicine . . . and

our goals can only be met by

recruiting active members.”

Another way of supporting

organized medicine is to belong to

OMPAC, the Ohio Medical

Political Action Committee. “As
closely regulated as we are today,

many want the government to run

the entire health-care system,” said

Jerome Kimmelman, MD, chair of

OMPAC’s board. “The practice of

medicine is being squeezed ever

tighter.

“There are essential efforts

needed to improve organized

medicine,” he continued, one of

which is to speak up for medicine

— a directive that OMPAC is

dedicated to carrying out.

“The simplest, most effective

way for you to be supportive is to

OHIO Medicine



“Communication was the key to this year’s

success . . . Surely the efforts of the Auxiliary

and physicians have brought about positive

changes for the citizens of Ohio.’’

Barbara Marshall

support OMPAC,” Dr.

Kimmelman said. “With so many
public policy issues facing

medicine, (all physicians) should

support OMPAC” and encourage

their colleagues to do the same.

Supporting the activities of the

OSMA Auxiliary is also an

effective tool for promoting
organized medicine, as was

demonstrated as Barbara Marshall,

now immediate past president of

the Auxiliary, reported on the

Auxiliary’s many events and
projects.

For example, four county

auxiliaries convened town summit
meetings to discuss the topic

“Making the Grade: A Report

Card on Youth,” of which “the

positive effects of these meetings

are still being felt,” said Mrs.

Marshall.

And of course the Auxiliary

held its annual Day at the

Legislature, which Dr. Marshall

said “was bigger and better than

ever. We stand in awe of (the

auxilians’) ability to top

themselves.”

Mrs. Marshall noted that articles

concerning the Auxiliary appeared

monthly in OHIO Medicine and
that the Auxiliary Journal was

successfully revamped.

“Communication,” she said, “was
the key to this year’s success . . .

Surely the efforts of the Auxiliary

and physicians have brought about

positive changes for the citizens of

Ohio.”

The efforts of the Auxiliary will

also surely bring about positive

changes for the medical schools of

Ohio, as Mrs. Marshall and fellow

auxilian Vennila Amaran presented

checks totaling over $68,000 on
behalf of the Auxiliary and the

AMA’s Educational Research

Foundation (AMA-ERF, of which

Mrs. Amaran is the Auxiliary

chair). The schools and their

endowments are as follows:

• Case Western Reserve University

School of Medicine —
$14,935.16

• The Ohio State University

College of Medicine —
$19,622.52

• The University of Cincinnati

College of Medicine —
$19,941.86

• Medical College of Ohio —
$4,682.79

• Northeastern Ohio Universities

College of Medicine —
$4,535.97

• Wright State University School

of Medicine — $4,826.12

Following the presentation of the

checks, plaques were handed out

to past Councilors, retiring AMA
Delegates and Alternates and
chairs of committees. And, for the

first time in OSMA history,

winners of the Medical

Student/Resident Writing Contest

were named. Daniel C. Morris, a

student at the University of

Cincinnati College of Medicine

won in the medical student

category for “Composition and
Function of Pulmonary Surfactant

and Its Implications in Respiratory

Distress Syndrome of the

Neonate,” and Louis A. Cannon,
MD, also from UC’s College of

Medicine, won in the resident

category for his paper, “The
Incidence of Bacteremia Associated

With Emergent Intubation:

Relevance to Prophylaxis Against

Bacterial Endocarditis.” Both
received plaques and a check

for $250.

Of course, the first session of

the House wouldn’t be complete

without presenting the slide show,

and if House members’ reactions

are any barometer, this year’s show
was the best yet.

Based on a news show format,

the news “anchor” gave a brief

overview of the various OSMA
programs and activities and
highlighted some of the challenges

the OSMA has met, as well as

some its accomplishments.

The show even managed to use

subtle humor: “A check of the

OSMA radar shows that a cold

front is poised to sweep down
from Canada, bringing with it

health-care rationing and lower

quality care. A hot air system from

Washington is moving toward Ohio
with the promise of more red tape

and endless delays. And a pressure

system has stalled over Columbus,
threatening to cloud the horizon

for medicine.”

But not all news is bad news,

the anchor continued: “As the

forecast shows, these are

challenging times for medicine . . .

With the onset of the ’90s will

come an increasing number of

complex issues and an even greater

need for all of medicine to speak

with one voice. All physicians must

join together to protect the rights

of the profession. Now, more than

ever, the OSMA’s strength is you
— its members.” OSMA
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FINAL SESSION

The Final Session of

the House

By Karen Kirk

T he final session of the

OSMA House of Delegates

was called to order at 1:05

p.m. Sunday, May 6 in Cleveland.

William J. Marshall, President,

opened the meeting with

compliments to the city of

Cleveland and the Cleveland

Academy of Medicine for the

wonderful job it did hosting the

Annual Meeting. Dr. Marshall

commented on the comeback the

city by the lake has made. “It’s

been several years since I’ve been

here (Cleveland), and the city has

undergone a metamorphosis; I

hope we can come back again

soon,’’ he said.

With 80 plus resolutions, the

final session could have stretched

on late into the evening, but in

most cases the vote was quick and
orderly.

Surprisingly, some of the more
controversial issues such as animal

rights, abortion, patient autonomy
and living wills, uncompensated
care, and physician care for the

uninsured were smoothed over in

the reference committees, which

left little discussion on the floor.

Fortunately, the Annual Meeting

John A. Devany, MD
Newly installed president

was spared any demonstrations by

outside activists on these issues.

Other issues on the agenda
included: managing care programs
for alcoholics, drug users and
mentally impaired; alerting the

public to the strengths of the U.S.

health-care system; physicians

serving on hospital boards;

exclusion of patients with pre-

existing conditions from medical

insurance coverage; raising revenue

for health-care needs; prohibiting

therapeutic substitution in Ohio;

treatment and recovery programs

for pregnant women; and HIV
status and the health-care worker.

Of the possible 255 delegates,

220 delegates attended the final

session of the House, according to

the Credentials Committee.

1990-91 OSMA President-Elect

After the delegates were

counted, the next order of business

was the selection of the OSMA
President-Elect. The nominees were

Stanley Lucas, MD, Cincinnati and

Joseph Sudimack, Jr., MD,
Columbus.

After nominating and seconding

speeches by John E. Albers, MD,
Cincinnati and Walter Reiling Jr.,

MD, Dayton, for Dr. Lucas; and
by John Vlad, MD, Warren and
Owen E. Johnson, MD, Columbus
for Dr. Sudimack, OSMA
delegates cast their votes, and
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Final Session

L. to R.: John F. Kroner, MD, newly appointed Secretary-Treasurer, Joseph

Sudimack, Jr, MD, OSMA President-Elect and Donavin A. Baumgartner,

MD, Past President

Joseph Sudimack, Jr., was declared

the new OSMA President-Elect.

In one of his nominating

speeches, Dr. Sudimack, who is an

active participant in numerous
local and state organizations, was

described as a “leader for all of

us. His close proximity to the

Statehouse makes him readily

available to handle any matter with

the Legislature.”

Dr. Sudimack told the House he

was “grateful and humble” for

this great honor. He thanked his

wife, Linda, and his family. Dr.

Lucas offered his congratulations

to Dr. Sudimack and pledged his

support.

Dr. Sudimack’s appointment to

President-Elect left the position of

Secretary-Treasurer of the OSMA
vacant. John F. Kroner, MD, of

Athens was nominated to fill the

one-year vacancy commencing
immediately. This election resulted

in another vacancy — the Eighth

District Councilor seat. Thomas J.

Hall, MD, of Licking County was

elected to a one-year term, filling

that position.

As his final duty as Eighth

District Councilor, Dr. Kroner

recognized John W. Ray, MD, of

Zanesville for his 33 years of

attendance at the House of

Delegates.

Reference Committee Reports

Following the appointments,

discussion began on the

resolutions. The following is a

sampling of some of the most

debated resolutions.

• Substitute Resolution 06-90 —
Tanning Parlors

The issue of regulating tanning

parlors came up in two separate

resolutions — Tanning Parlors

(06-90) and Support of Local

Tanning Parlor Ordinances (07-90).

Reference Committee #\ combined
the two resolutions into Substitute

Resolution 06-90, which proposed

that the OSMA continue to

support an educational campaign
on the hazards of tanning parlors,

as well as the development of local

tanning parlor ordinances to

protect patients and the general

public from improper and
dangerous exposure to ultraviolet

rays. This was a hot issue,

especially where dermatologists

were concerned. Jerome

Kimmelman, MD, Toledo,

explained that the number of

reported skin cancer cases is

increasing drastically and that by

the year 2000 the figures will be

one in 90. Lou Barich, MD,
Hamilton, who led a successful

local campaign to regulate tanning

parlors in his city, pointed out this

is an uphill battle, but something

must be done to educate patients

and prevent as many tanning

parlor-related injuries as possible.

Another dermatologist commented
that Ohio is one of seven states in

the country with laws regarding

tanning parlors. He believes that

local ordinances against tanning

parlors is a “terrific idea but it’s

decentralized and
incomprehensible. This is a

national problem and we must

urge Congress to enforce laws.”

The House of Delegates adopted

the substitute resolution.

• Substitute Resolution 10-90 —
Policy on Abortion

The issue of abortion was also

found in two resolutions, Policy on

Abortion (10-90) and Position on

Abortion (12-90). Reference

Committee #\ combined the two

into Substitute Resolution 10-90.

This resolution sought to establish

official OSMA policy for the

position that support of or

opposition to abortion is a matter

of individual choice, based on

personal values or beliefs. As a

result, the OSMA would not try to

alter or influence the personal
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views of individual physicians on
this issue. The majority of

delegates favored personal choice

and believed the OSMA should

remain neutral. According to Dr.

Kroner, “No group accomplishes a

thing by taking a stand. Abortion

is a matter of constitutional

standard. Taking a stand on an

emotional issue is moot.” A
Cuyahoga County physician spoke

in favor of the resolution too,

saying that the abortion issue has

a “wide divergence of opinion,”

adding that the position of any

organization should allow personal

choice. One of the medical

students pointed out that “no one

will ever agree” on this topic, so

he was in favor of the resolution.

Another delegate disagreed,

explaining, “The resolution limits

OSMA’s ability to comment on the

effects of abortion. We want to

speak out against the dangers of

skin cancer. Well, abortion is

dangerous too,” the delegate

contended. Others professed that

the women of Ohio have a right to

some choice. The resolution was

adopted.

• Emergency Resolution 01-90 —
District Representation of

Reference Committees

This resolution proposes that

regardless of the number of

reference committees necessary in

any year, each Councilor district

will be entitled to nominate one
voting representative on each

reference committee. This

resolution prompted a lively

discussion on the House floor. A
Fourth District representative

believed “that under no
circumstances should this House
give up representation in favor of

expediency.” John Thomas, MD,
Wooster, added that, “the

Councilor didn’t have any input on
who our representative would be

on these committees.” He

suggested adding to the resolution

the phrase, “to select one’s own
people nominated by respective

Councilors.” The House passed

the resolution.

• Substitute Resolution 20-90 —
Public Awareness of U.S. Health-

Care System

This substitute resolution

replaced #20-90, 21-90, 22-90,

36-90, 37-90 and 41-90, all dealing

with the U.S. health-care system.

The resolution asks that the

OSMA actively support the AMA’s
Health Access America program to

inform the public of the excellent

medical care and technology

available in the United States

through a series of informative

media programs. The general

consensus on the House floor was

that the public needed to be

informed of these programs. One
delegate emphasized that the

OSMA can’t back off and rely on
the AMA program to do it all. He
felt the OSMA needed to spend

money on radio and television

spots on U.S. health care, either

using AMA’s ideas or coming up
with its own. The resolution was

adopted.

• Resolution 26-90 — Exclusion of

Patients with Pre-existing

Conditions From Medical

Insurance Coverage

This resolution prompted
discussion in both Reference

Committee #2 and the House. It

called for the OSMA to petition

the Ohio Department of Insurance

requesting it to demand that

insurance companies doing

business in Ohio provide health-

care coverage to all applicants

regardless of pre-existing

conditions. One pediatrician

related the pitiful stories of

mothers and fathers coming into

his office and telling him how they

turned down higher-paying jobs

simply because new insurance

coverage would reject pre-existing

conditions. In the resolution

committee, J. James Anderson,

MD, Youngstown, brought up the

Claire Wolfe, MD, at reference committee hearings.
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fact that “everyone who has

insurance is in danger of losing

that insurance. We’re all at risk,”

the reason being most individuals

have pre-existing conditions.

Donavin Baumgartner, MD,
Cleveland, Immediate Past

President of the OSMA, disagreed

with how this issue was being

approached. “I think there’s some
confusion as to how to go about

this. This resolution is asking

inclusion of all people in all

policies, which will only raise

prices. Small businesses would not

be able to afford the high prices,

so as a result, companies would
lay off workers which creates

people without insurance.” Dr.

Baumgartner continued, “It

accomplishes exactly the opposite

of what we want. What we really

need is a basic, no-frills coverage

for everybody. That kind of

coverage would eliminate the

problem. This is a goal we want,

but this is not the mechanism to

do it.” The resolution was referred

to Council.

• Amended Resolution 43-90 —
Legislation Prohibiting Therapeutic

Substitution in Ohio

This resolution calls for a

mandate that a patient’s physician

must approve any therapeutic

alternatives prior to dispensing the

medication. One delegate explained

that most hospital pharmacies do
allow substitutions, but under this

resolution it would require that the

doctor be notified. Another
delegate believed that therapeutic

substitutions are unethical. He felt

it gave tremendous liberty to

pharmacists. Those testifying in

the reference committee felt that

only the doctor knows his or her

patients. Therapeutic substitution

could easily put the patient at risk.

The House passed the resolution.

• Amended Resolution 52-90 —
HIV Status and the Health-Care

Worker

In reference committee, Jack

Summers, MD, Akron, quipped

that “any resolution with more
than three ‘whereases’ doesn’t

usually stand a chance; I hope
that’s not true here.” This

resolution encourages all medical

staffs and institutions to

immediately develop policy

statements regarding HIV-positive

health-care workers before the staff

is faced with a major individual

case decision. Dr. Summers
pointed out that “it’s time to

increase awareness in Ohio
institutions. Policy manuals should

clearly state how an individual

with HIV positive will be

handled.” Stanley Fox, MD,
Cleveland, cited the example of a

case in Cleveland where a

physician who is HIV positive was

Election Results
President-Elect (for a one-year

term) — Joseph Sudimack, Jr.,

MD
Councilors (from odd-numbered

districts for two-year terms)

First District — K. William

Kitzmiller, MD, Hamilton

County
Third District — William H. Kose,

MD, Hancock County
Fifth District — Ronald L. Price,

MD, Cuyahoga County
Seventh District — Walter Jones,

MD, Belmont County
Ninth District — Richard

Villarreal, MD, Scioto County
Eleventh District — Charles G.

Adams, MD, Lorain County

Secretary/Treasurer (one-year term)

— Joseph F. Kroner, MD,
Athens County

Eighth District (one-year term) —
Thomas J. Hall, MD, Licking

County
Delegates to the AMA (serving a

term commencing January 1,

1991 and ending December 31,

1992) —
Herman I. Abromowitz, MD,

removed from his position in the

operating room. The physician

filed a lawsuit. “What if the

physician cut his finger during

surgery?” Dr. Fox asked. “This

could be dangerous to the patient.

We need to address this.” A
medical student interjected that the

word “students” be added to the

resolution. There was some debate

over the words “health-care

worker.” It was decided to add the

word “students” to the resolution.

The House adopted the resolution.

• Amended Resolution 54-90 —
Raise Revenue for Health-Care

Needs

This proposes that OSMA
support an increase in federal

excise taxes for tobacco and

alcohol, which would result in

Dayton
Theodore J. Castele, MD, Cleveland

Roland A. Gandy, Jr., MD, Toledo

Jerry L. Hammon, MD, West

Milton

Stanley J. Lucas, MD, Cincinnati

Thomas W. Morgan, MD,
Gallipolis

Richard J. Nowak, MD, Cleveland

S. Baird Pfahl, Jr., MD, Sandusky

H. William Porterfield, MD,
Columbus

Alternate Delegates to the AMA
(serving a term commencing
January 1, 1991 and ending

December 31, 1992) —
J. James Anderson, MD,

Youngstown

Edmund C. Casey, MD, Cincinnati

Edmund W. Jones, MD, Cincinnati

Jerome Kimmelman, MD, Toledo

William J. Marshall, MD, Dayton

Raymond J. McMahon, Jr., MD,
Massillon

Walter A. Reiling, Jr., MD, Dayton

Alternate Delegate to the AMA
(elected by the OSMA Medical

Student Section for a one-year

term commencing March 4, 1990)

— Scott Kramarich, Cincinnati

ll

512 OHIO Medicine



Dr. Devany’s family join members in congratulating Dr. Devany.

revenue allocated to health care.

William H. Kose, MD, Findlay,

introduced this resolution in hopes

of getting support from the

medical community. Dr. Kose

believes the increase in taxes on
tobacco and alcohol would reduce

consumption, which would result

in a better and healthier

environment.

Fuel tax was stricken from the

original resolution. Victoria Ruff,

MD, Columbus, pointed out that

including fuel would tap sources of

money used for roads and other

modes of transportation. Another

delegate thought the resolution

would affect the poor, so he voted

against it. The resolution was

adopted.

• Resolution 79-90 — Permits the

President to Appoint Speaker of

the House of Delegates

When this resolution was

introduced by John A. Devany,

MD, Toledo, OSMA President-

Elect, in the reference committee it

was met with strong opposition,

especially from past presidents.

The line to the microphone looked

like a who’s who of OSMA
presidents as each waited his

chance to voice his objection. Dr.

Devany’s reasoning was, “I’m a

doctor, I am not in show business.

We should hire a technician. This

is a question of efficiency,

participation and reaching a

consensus by ceremony. If the

complaint is that this will detract

from the presidency, then it’s a

technical resolution.” William

Keck, MD, Akron, also supported

the resolution, pointing out that

the American Public Health

Association has a speaker. A Lucas

County physician disagreed with

the president-elect. “We elect a

president after a contest. We look

to him for successes and failures,”

he said. A. Burton Payne, MD,
Ironton, a past president, felt it

reduced the president to a

figurehead. “It’s a diffusion of

responsibility and authority. Yes, it

makes for a very busy year but the

president is responsible for the

show,” he believes. Stewart

Dunsker, MD, Cincinnati, also a

past president, opposed the

resolution because he felt it would
increase bureaucracy and decrease

leadership. “We give the president

a medallion to wear and he or she

is responsible,” Dr. Dunsker said.

The House rejected the

resolution.

The Inauguration of John A.

Devany, MD
After this year’s resolutions were

decided upon, A. James
Blanchard, MD, Toledo, escorted

Dr. Devany’s family to the

podium, where Past President

Donavin A. Baumgartner, Jr., MD,
Cleveland, administered the

presidential oath and presented the

presidential medallion to Dr.

Devany.

Dr. Devany then presented the

presidential plaque and gavel to

the new OSMA Immediate Past

President, William J. Marshall,

MD, Dayton.

The Presidential Address

Dr. Devany then took the

opportunity to address the House
of Delegates as the 1990-91

president of the OSMA. He began

by quoting that great American
philosopher, Yogi Berra, “I want

to thank all those who made this

occasion necessary.”

Medicine, he said, is in the

midst of a technologic, economic,

social and political upheaval. “We
are being driven to distraction and

exhaustion by confusion and

cynicism: restrictive regulations

masquerading under the guise of

cost containment; unrealistic

reimbursement schedules; failure of

tort reform; and rampant
competition within medicine and
with various fringe groupings.” Dr.

Devany pointed out that the effects

these pressures have on the medical

profession and the quality of care

provided by physicians is

depressing.

He feels there is irresponsibility

in the American society. “We have

seen our institutions being led by

ethical eunuchs. We have personal

ethics and values in the depths of
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a crisis, which come out clearly in

a greed syndrome,” he continued.

He cited examples of corporate

takeovers, the savings and loan

crisis, the branches of the

government lying to one another

and the problems in the hierarchy

of organized medicine as parts of

icebergs in a sea of sleeze.

Dr. Devany emphasized that

trust between a physician and
patient is the cornerstone of

quality care. He took a jab at the

media, saying that they assume the

greatest accomplishments of

American medicine take place in

linen closets on “General

Hospital.”

He went on to say the

movement to nationalize the

health-care system is likely to be a

nightmare of the ’90s. “We must

continue to advance our patients’

interests and insist on meaningful

dialogue that will benefit all

Americans. We must force a

realistic discussion of our

priorities. We must take the lead in

redefining the social agenda of

American medicine,” Dr. Devany

said.

“We must establish priorities in

all age groups, encouraging each

group’s needs to be met explicitly,”

Dr. Devany continued. He believes

the establishment of priorities is a

necessary step toward defining

adequate health care. “We must

demonstrate stewardship and
professionalism. If we are to

remain a profession rather than a

trade, we must act like one,” he

said. Dr. Devany pointed out that

professionalism is recognized by a

commitment to a rigorous life-long

educational process; a commitment
to engage in professional self-

regulation; and a commitment to

the patient’s well-being over

financial self-interest.

“Our future can be greater than

our past if we look upon change

as a challenge and an opportunity
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An Overview of Actions on Resolutions
Committee #1

01-90 — Amendment to the OSMA Bylaws Concerning Councilors —
Adopted

03-

90 — Insurance Company Records — Adopted

04-

90 — Telephone Utilization Review Practices — Adopted

05-

90 — Alcohol, Drug and Mental/Nervous Managed Care Program —
Adopted

06-

90 — Tanning Parlors — Adopted

09-

90 — Delinquent Health Insurance Payments — Adopted

10-

90 — Policy on Abortion — Adopted

11-

90 — Consent for Treatment of Minors — Defeated

13-

90 — Guidelines for Private Utilization Review Agencies — Adopted

14-

90 — Practices of HMOs and IPAs — Referred to Council

15-

90 — Timely Filling of Prescriptions/Central Supply Houses —
Adopted

16-

90 — Medicaid Coverage for Pregnancy — Adopted

17-

90 — Limited Health Insurance Covering Office-Based Primary Care

Only — Referred to Council

18-

90 — Laboratory Tests for Uncontrolled Conditions — Adopted

19-

90 — Violation of Contractual Law — Adopted

32-

90 — Penalty for Incorrect Determination of Non-Coverage —
Referred to Council

81-

90 — Accountability of Third-Party Reviewers — Adopted

82-

90 — Third-Party Payors and Patient Care Standards — Adopted
E.R. 01-90 — District Representation of Reference Committees —

Adopted
Committee til

20-

90 — Public Awareness of U.S. Health-Care System — Adopted

23-

90 — Hospital Boards of Trustees — Adopted

24-

90 — Physician Representative on Hospital Board of Trustees —
Adopted

25-

90 — Medical Professional Liability Reform — Adopted

26-

90 — Exclusion of Patients with Pre-Existing Conditions From
Medical Insurance Coverage — Referred to Council

27-

90 — To the Doctor’s Defense — Adopted

28-

90 — Quarterly Reports by Ohio State Medical Board — Referred to

Council

29-

90 — Second Opinion Surgeons — Adopted

30-

90 — Overutilization of Diagnostic Procedures/Mandatory Second

Opinions — Adopted
08-90 — Early Discharge of Newborn Babies — Adopted

33-

90 — English Examinations for Foreign Medical Graduates — Adopted

34-

90 — Medicaid Reimbursements — Referred to Council

35-

90 — Medical Malpractice — Referred to Council

38-

90 — State Medical Board Composition — Defeated

39-

90 — Expert Witness — Defeated

40-

90 — House Bill 719 — Defeated

83-

90 — Selection of Medical Staff Officers — Adopted

84-

90 — National Practitioner Data Bank — Adopted

Amended Report A/1990 — Committee to Review OSMA House of

OHIO Medicine



Delegates Policy — Adopted
Committee tt3

42-

90 — Clean Up of Toxic Waste — Adopted

43-

90 — Legislation Prohibiting Therapeutic Substitution in Ohio —
Adopted

44-

90 — Facsimile Transmission of Prescriptions — Adopted

45-

90 — Low-Level Radioactive Waste Disposal Facility — Adopted

46-

90 — AIDS Continuing Medical Education — Adopted

49-

90 — Medical Use of Laser Technology — Adopted

50-

90 — Treatment and Recovery Programs — Adopted

52-

90 — HIV Status and the Health-Care Worker — Adopted

53-

90 — Medical Records Formats for Nursing Homes — Adopted

54-

90 — Raise Revenue for Health-Care Needs — Adopted

55-

90 — Medical Vouchers — Referred to Council

56-

90 — Elimination of Smoking in Public Areas and Businesses —
Adopted

57-

90 — Health Promotion and Disease Prevention Education — Adopted

58-

90 — Commendation to OSMA Staff — Adopted
President’s Address — Adopted

Committee #4

59-

90 — Misleading Infant Mortality Statistics — Referred to Council

60-

90 — Responsible Use of Animals in Biomedical Research — Adopted

61-

90 — Confidentiality of Drug Enforcement Agency Numbers —
Defeated

62-

90 — Protocols for Disciplinary Proceedings — Referred to Council

63-

90 — Localize Category I CME Programs — Defeated

64-

90 — Changing CME Requirement for Coroners — Defeated

65-

90 — Mandatory Second Opinion for Vaginal Births After Cesarean

Section — Adopted

66-

90 — Patient Bill of Rights — Defeated

67-

90 — Substance Abuse as a Public Health Hazard — Adopted

68-

90 — Medicare-Reform Panel — Adopted

69-

90 — Peer Review Systems, Inc. Third Scope of Work — Adopted

70-

90 — Patient Autonomy and Living Wills in Ohio — Adopted

72-

90 — Physician Care for the Publicly Funded Patient — Referred to

Council

73-

90 — Uncompensated Care — Referred to Council

74-

90 — Physician Representation on Health-Care Boards and Committees
of the State of Ohio — Adopted

75-

90 — Continuing Medical Education — Defeated

76-

90 — Physical and Fiscal Needs Ohio Delegation — Defeated

77-

90 — AMA Overhead Expenses — Defeated

78-

90 — Mandatory Arbitration — Defeated

79-

90 — Permits the President to Appoint a Speaker of the House of

Delegates — Defeated

80-

90 — Mandatory Routine Chlamydia Screening — Adopted
85-90 — Lack of Appropriate Due Process in PRO Utilization and

Quality Assurance Activities — Referred to Council

— accepting the fact that we will

prevail only by striving in our

battles to make professionalism

and stewardship win the battle

with apathy and greed,” he said.

Dr. Devany said that the scope

of medicine is changing so rapidly,

we may not recognize it in 10

years. He also pointed out that

there is a real problem in the

image of medical organizations.

“Certainly if our association is to

be worthy of its members, it must
serve their needs in a changing

environment and be willing to

change itself, when necessary, to

meet these needs,” he said.

He concluded, “Bill Marshall

talked about the constant buck-

passing between fiscal

intermediaries — well, my fellow

physicians, we are stuck with this

buck. We must show the people of

Ohio that we are doctors, and we
are damn proud of it.” OSMA

Index to Action

on Resolutions

Reference Committee ti\

Resolutions 01-90 to 19-90,

Resolution 32-90, Resolution

81-90 and 82-90 and Emergency
Resolution 01-90

Reference Committee #2

Resolutions 20-90 to 40-90,

Resolution 08-90, and Resolution

83-90 and 84-90

Reference Committee #3

Resolutions 42-90 to 58-90 and the

President’s Address

Reference Committee #4

Resolutions 59-90 to 85-90

July 1990 515



MINUTES OF FIRST SESSION

The 1990 Annual Meeting Proceedings

Minutes of the First Session

T he first session of the House
of Delegates of the Ohio
State Medical Association

was convened at 7:10 p.m. Friday,

May 4, 1990 in the Grand
Ballroom of the Stouffer Tower

City Plaza Hotel in Cleveland by

William J. Marshall, MD.
Dr. Marshall led the Pledge of

Allegiance to the flag, then called

on Charles G. Adams, MD,
Eleventh District Councilor of the

OSMA, to lead the invocation.

Dr. Ronald Price, President of

the Academy of Medicine of

Cleveland, welcomed the delegates,

alternate delegates and guests to

the “north coast capital of the

U.S.,” and said he was looking

forward to a productive 144th

meeting of the Ohio State Medical

Association. He invited all in

attendance to a reception honoring

Cleveland as the future home of

the “Rock and Roll Hall of

Fame,” to be given by the Fifth

District Delegation and the

Cleveland Academy, following the

close of the first session.

Members of the speakers table

were then introduced to the House
by Dr. Marshall. Those seated at

the table were as follows: Joseph

Sudimack, Jr., MD, Columbus,

Secretary-Treasurer; Donavin A.

Baumgartner, Jr., MD, Cleveland,

Immediate Past President: W.J.

Lewis, MD, Dayton, OSMA
Parliamentarian; D. Brent

Mulgrew, JD, Managing Director;

Herbert E. Gillen, Executive

Director; John A. Devany, MD,
Toledo, President-Elect; Charles G.

Adams, MD, Invocation Speaker;

and Ronald L. Price, MD,
Cleveland, President, Academy of

Medicine of Cleveland.

Janet K. Bixel, MD, Columbus,
Credentials Committee chair,

reported that of 254 delegates

eligible to be seated and vote, 170

were registered and present at the

first session.

1989 Minutes Approved

The minutes of the 1989 session

of the House of Delegates, as

published in the July, 1989 issue of

OHIO Medicine were approved by

official action.

Dr. Marshall introduced Ray W.

Gifford, MD, Cleveland, a member

of the AMA Board of Trustees.

Dr. Gifford said he brought the

House two pieces of good news.

The first was the appointment of

Audrey Ludwig, a medical student

at the University of Cincinnati

College of Medicine, to the AMA’s
Board of Trustees. She will serve

on the Board as its medical

student member. The second was

the announcement that there

would be no AMA dues increases

in 1991. Dr. Gifford reported that

efforts were still being made by the

AMA’s search committee to locate

a replacement for Dr. Sammons,
then he went on to say that the

AMA Board of Trustees has

continued to strengthen both the

AMA and American medicine over

the past year. He cited as examples

the AMA’s achievement in

defeating expenditure targets; the

successful passage of a smoking

ban on airplanes; and the

favorable press received by the

AMA’s “Health Access America”
program for the medically

uninsured. He also said there was

a glimmer of hope for

improvement in the medical

liability arena. He concluded by

stating that it was now easy to

become disenchanted with the

Report of the Credentials

Committee

Introduction of Member, AMA
Board of Trustees

r
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Donavin A. Baumgartner, MD, OSMA Past President.

profession of medicine, but that

physicians should not take their

resentments and hostilities out on
their patients, but continue to

serve instead as their patients’

advocates.

Introduction of Out-of-State

Guests

Dr. Marshall introduced

presidents of the following out-of-

state medical associations who
were in attendance: Nelson B. Rue,

MD, Bowling Green, Kentucky,

President, Kentucky Medical

Association, and Mrs. Rue;

Gordon K. MacLeod, MD,
Pittsburgh, Pennsylvania,

President-Elect, Pennsylvania

Medical Society; Constantino

“Tino” Amores, Charleston, West

Virginia, Vice President, West

Virginia State Medical Association,

and Mrs. Amores; and George H.

Rawls, MD, Indianapolis, Indiana,

President, Indiana State Medical

Association, and Mrs. Rawls.

Representatives from the AMA
were also in attendance, and Dr.

Marshall introduced the following

individuals to the House: Larry

Jellen, Vice President of

Marketing; and Mike Murray,

Professional Relations Staff of the

AMA.

Introduction of OSMA Past

Presidents

At this time, the following Past

Presidents of the OSMA were

introduced by Dr. Marshall: Robert

N. Smith, MD, Toledo; Oscar W.
Clark, MD, Gallipolis; James L.

Henry, MD, Grove City; John J.

Gaughan, MD, Cleveland; Thomas
W. Morgan, MD, Gallipolis;

Stewart B. Dunsker, MD,
Cincinnati; S. Baird Pfahl, Jr.,

MD, Sandusky; A. Burton Payne,

MD, Ironton; Herman I.

Abromowitz, MD, Dayton; John
E. Albers, MD, Cincinnati; and
Donavin A. Baumgartner, Jr., MD,
Cleveland.

Introduction of Past Members of

the OSMA Council

Past members of the OSMA
Council were then introduced to

the House by Dr. Marshall. Those

in attendance were: J. James
Anderson, MD, Youngstown;

Theodore J. Castele, MD,
Cleveland; William Dorner, Jr.,

MD, Akron; Stephen P. Hogg,
MD, Cincinnati; Edward G. Kilroy,

MD, Cleveland; Joseph L. Kloss,

MD, Akron; W.J. Lewis, MD,
Dayton; and H. William

Porterfield, MD, Columbus.

Membership Outreach Program

Dr. Marshall introduced Walter

A. Reiling, Jr., MD, Dayton, who
chairs the OSMA Committee on

Membership. Dr. Reiling reported

that although there has been

almost a 10% increase in OSMA
membership over the past five

years, from 19,191 members to

21,036, the increase in the number
of active, dues-paying members has

been only 3%. He said that more
active dues-paying members needed

to be recruited and the best way to

do this was through the one-to-one

Membership Outreach Program.

He then congratulated the 34

member-physicians who met the

challenge of recruiting one new
member for the OSMA. The
names of these recruiters were

entered into a drawing for a

vacation at the Greenbrier. The
name of A. Burton Payne, MD,
was drawn by Dr. Reiling, and
announced the contest winner.
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OMPAC Report

Dr. Marshall introduced Jerome

Kimmelman, MD, Toledo, Board

chair of OMPAC, who reported

that the practice of medicine is

being squeezed ever tighter, and a

multitude of health-care issues is

debated every day in the

Legislature. For that reason, he

said, it is now more important than

ever to speak out on health-care

issues. The simplest and most

effective way for OSMA members
to be supportive, he said, is for

members to speak out on issues

and to support OMPAC, so

OMPAC in turn can support those

politicians who support medicine.

Report of the Immediate Past

President of the OSMA Auxiliary

Dr. Marshall introduced his wife,

Barbara Marshall, Dayton, who
was escorted to the rostrum by

Herman I. Abromowitz, MD. Mrs.

Marshall said that the OSMA
broke new ground 12 months ago

when it elected two presidents

named Marshall. Since then, the

OSMA and OSMA-A have

managed a number of

accomplishments under the slogan,

“Physicians + Auxilians =

Equation for Change.” She cited

the accomplishments of the four

auxiliaries that participated in the

“Making the Grade” project,

which successfully used town
summit meetings to evaluate six

major problems of adolescence

and develop a list of resources to

help. She also mentioned that

Ohio led the nation in launching

the first HIV adolescent

educational project.

Presentation of AMA-ERF Checks

Following Mrs. Marshall’s

address, William H. Rose, MD,
Findlay, escorted Mrs. Vennila

Amaran, Auxiliary AMA-ERF
chair, to the rostrum. There, she

and Mrs. Marshall presented

checks to the representatives of the

following Ohio medical schools:

Case Western Reserve University

School of Medicine, Cleveland; the

Ohio State University College of

Medicine, Columbus; the

University of Cincinnati College of

Medicine; the Medical College of

Ohio at Toledo; the Northeastern

Ohio Universities College of

Medicine, Rootstown; and Wright

State University School of

Medicine, Dayton. This year’s

contributions to Ohio’s six medical

schools from AMA-ERF totaled

$68 ,
544 .42 .

Presentation of Plaques to Retiring

Members of OSMA Council

The following retiring members
of OSMA Council then received

plaques in appreciation for their

service: Donavin A. Baumgartner,

Jr., MD, Cleveland; J. James
Anderson, MD, Youngstown;

Henry G. Krueger, MD, North
Olmsted; Nermin D. Lavapies,

MD, Martins Ferry; H. William

Porterfield, MD, Columbus; Cindy

J. Smith, Dayton; Thomas F.

Helmsworth, MD, Cincinnati.

Presentation of Plaques to Retiring

Members of the Ohio Delegation

to the AMA
Dr. Marshall presented plaques

to the following retiring members
of the Ohio Delegation to the

AMA: William Dorner, Jr., MD,
Akron and Audrey Ludwig,

Cincinnati.

Certificates of Appreciation

Dr. Marshall announced the

retirement of the following

members of standing committees,

and chairs of special committees.

All are to receive certificates of

appreciation for their work:

Stanley J. Lucas, MD
Chair

Committee on Auditing and

Appropriations

Jack L. Summers, MD
Adviser to Medical Assistants

Albert B. Cinelli, MD
Member
Committee on Art and Culture

Kashyap Kansupada
Student Member
Committee on Art and Culture

Ludolph H. Van der Hoeven, MD
Member
Committee on Art and Culture

Howard Abroms, MD
Member
Committee on Communications

Mrs. Stella Brown
Member
Committee on Communications

Lee Vesper, MD, testifies at

reference committee.
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A. Robert Davies, MD
Member
Committee on Communications

William H. Kose, MD
Member
Committee on Communications

Dean A. Siciliano

Student Member
Committee on Communications

Cindy J. Smith

Student Member
Committee on Communications

Thomas E. Reilley, D.O.

Member
Committee on Education

Judy Westman, MD
Member
Committee on Education

Thomas J. Halpin, MD
Member
Committee on Education

Robert N. Downer, MD
Member
Committee on Judicial and

Professional Relations

David H. Levy, MD
Member
Committee on Judicial and

Professional Relations

S. Marcus Wigser, MD
Member
Committee on Judicial and

Professional Relations

R. Donald Woodson, MD
Member
Committee on Judicial and

Professional Relations

Chester A. Amedia, MD
Member
Committee on Membership

Donavin A. Baumgartner, Jr., MD
Member

Committee on Membership

Henry G. Krueger, MD
Member
Committee on Membership

Cindy J. Smith

Student Member
Committee on Membership

Deanne Wilson

Student Member
Committee on Membership

Claire V. Wolfe, MD
Member
Committee on Membership

Judith S. Daniels, MD
Chair

Task Force on Homeless

Ransome R. Williams, MD
Chair

Physicians Effectiveness Committee

Donavin A. Baumgartner, Jr., MD
Chair

Task Force on Professional

Liability

Morton Nelson, MD
Chair

Committee on Public and School

Health

Herman L. Abromowitz, MD
Chair

Committee of State Legislation

Thomas W. Morgan, MD
Chair

Committee on Membership

Presentation of Medical

Student/Resident Writing Contest

Winners

To improve the quality of

scientific material in OHIO
Medicine, Dr. Marshall suggested

at the beginning of his term of

office that a writing contest for

medical students and residents be

held. The contest was held and
judged by Richard Vilter, MD, of

the University of Cincinnati

College of Medicine; Richard

Lewis, MD, of the Ohio State

University College of Medicine;

and Richard Leighton, MD, of the

Medical College of Ohio at

Toledo. Dr. Marshall introduced

the winners of this first-time

contest and presented each with a

plaque and check. The winners

were: Daniel C. Morris, of the

University of Cincinnati College of

Medicine, who won in the medical

student category; and Louis A.

Cannon, MD, who won in the

resident category. Both winning

entries are to appear in a future

issue of OHIO Medicine.

Reference Committee Chairs

Announced

The following House of

Delegates Reference Committee
chairs were announced by Dr.

Marshall: Credentials of Delegates

— Janet K. Bixel, MD, Franklin

County; Tellers and Judges of

Election — John A. Dutro, MD,
Montgomery County; Resolutions

Committee No. 1 — Daniel E.

Santos, MD, Hamilton County;

Resolutions Committee No. 2 —
Alan H. Klein, MD, Montgomery
County; Resolutions Committee

No. 3 — Daniel W. van

Heeckeren, MD, Cuyahoga
County; and Resolutions

Committee No. 4 — Victoria Ruff,

MD, Franklin County.

Election of Committee on
Nominations

The House of Delegates

nominated and elected the

following persons, pursuant to the

OSMA Bylaws, one from each

district, for the Committee on
Nominations: First District —
Edmund C. Casey, MD; Second

District — Jerry L. Hammon,
MD; Third District — Susan L.

Hubbell, MD; Fourth District —
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Richard J. Wiseley, MD; Fifth

District — John J. Gaughan, MD;
Sixth District — James A.

Lambert, MD; Seventh District —
Gurbachan S. Chawla, MD; Eighth

District — John W. Ray, MD;
Ninth District — Richard

Villarreal, MD; Tenth District —
Paul S. Metzger, MD; Eleventh

District — William L. Hassler,

MD; and Twelfth District —
Joseph L. Kloss, MD. Under the

system approved by the House of

Delegates in 1963, the chair of the

committee this year was the

delegate from the Fifth District,

John J. Gaughan, MD.
Dr. Marshall then asked the

House to direct the Nomination
Committee regarding election

matters, including the number of

AMA delegates to be elected, and
reducing the number of possible

AMA alternate delegates to be

elected. The House approved the

request.

President’s Address

Members of the head table were

invited by Dr. Marshall to join the

House in viewing a slide show,

prepared by the Department of

Communications. Following the

slide show, Herbert E. Gillen,

Executive Director, OSMA,
introduced William J. Marshall,

MD, to the House, who proceeded

to give his Presidential Address.

In his address, Dr. Marshall

placed special emphasis on his

efforts to cope with homelessness

during his term of office by

appointing a special Homeless
Task Force. He also cited OSMA’s
efforts to seek workable solutions

for the more than one million

Ohio citizens who are uninsured or

underinsured — partially through

AMA’s new campaign, “Health
Access America,’’ as well as

OSMA-supported state legislation

that established four

demonstration projects to seek

private sector solutions.

Dr. Marshall also expressed

pleasure with the work of the

Committee on Relations with

Third-Party Payors and
Government, chaired by past

president Donavin Baumgartner,

MD, and he praised OSMA’s
aggressive stance when Nationwide-

Medicare developed a backload of

claims as a result of a change in

the computer processing system.

President Marshall also

described his charge to the Judicial

and Professional Relations

Committee to study the complex

ethical issues facing the OSMA
membership, and predicted an

expanding role for OSMA in this

arena as organized medicine

becomes more active in policing

the profession.

Although he reported the morale

of Ohio physicians to be low,

largely due to government and
third-party intervention, he

expressed optimism that Ohio
physicians can and will persevere.

As a special order of business,

Dr. Marshall then invited the

House to join him in

acknowledging appreciation to

OSMA staff.

Introduction of Resolutions

Dr. Marshall announced that

since the resolutions had been

printed and distributed to the

members of the House prior to the

meeting and the assignment of

resolutions to the Resolutions

Committee had also been

presented to the House in writing,

individual introduction of the

resolutions would be waived,

unless there were objections voiced

by the House. There were none,

and the reading of the resolutions

was waived.

Dr. Marshall then announced
that Resolution No. 48-90 was

withdrawn. Also, Resolution 32-90

was assigned to Committee 1 to be

considered with Resolution 13.

Resolution No. 8-90 was assigned

to Committee 2 for consideration

with Resolution No. 31, and
Resolution 12-90, originally

introduced by the Second District

Delegation, was amended to reflect

the resolution as being introduced

only by its author, John Welsh,

MD.
Resolutions from the Hospital

Medical Staff Section were then

assigned to the following

committees: Resolution No. 81-90

and 82-90 to Reference Committee
No. 1; Resolution No. 83-90 and
84-90 to Reference Committee No.

2; and Resolution No. 85-90 to

Reference Committee No. 4.

Committee on Emergency
Resolutions Report

Dr. Marshall, chair the

Emergency Resolutions Committee,

announced that one Emergency

Resolution, No. 1-90, had met the

criteria for acceptance in the

bylaws for consideration by the

House and was referred to

Reference Committee No. 1.

House Recessed

Following announcement of

Reference Committee meeting

rooms, and a reminder of the Fifth

District Delegation all-member

reception following the House, the

OMPAC Luncheon on Saturday,

and the OSMA/Auxiliary Social

Event Saturday evening, the House
recessed until the final session,

1:00 p.m., Sunday, May 6, 1990.

OSMA
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MINUTES OF FINAL SESSION

Minutes of the
Final Session,

OSMA House of Delegates

T he final session of the

OSMA House of Delegates

was convened at 1:00 p.m.

on Sunday, May 6, 1990 by

William J. Marshall, MD.

INTRODUCTION OF
HONORED GUESTS

James H. Andersen, MD, Oak
Brook, Illinois, President of the

Illinois State Medical Society and
Mrs. Andersen were introduced to

the House by Dr. Marshall. Also

introduced at this time were:

D. Ross Irons, MD, Bellevue, Past

President; Hart F. Page,

Worthington, OSMA Executive

Director Emeritus; and Robert

Rinderknecht, formerly of

Dover, past member of OSMA
Council. David Barr, Lima, past

Secretary-Treasurer, was also

introduced.

REPORT OF THE CHAIR OF THE
CREDENTIALS COMMITTEE
Janet K. Bixel, MD, Franklin

County, chair of the Credentials

Committee, reported that out of

255 delegates eligible to vote, 220

were present, credentialed and
seated.

ELECTION OF
PRESIDENT-ELECT

Dr. Marshall called for

nominations for the office of

President-Elect. John E. Albers,

MD, Cincinnati, placed in

nomination Stanley J. Lucas, MD,
Councilor of the Second District.

The nomination was seconded by

Walter A. Reiling, Jr., MD,
Dayton.

John O. Vlad, MD, Warren,

placed in nomination Joseph

Sudimack, MD, Secretary-Treasurer

of the OSMA. The nomination

was seconded by Owen E.

Johnson, MD, Columbus. There

were no nominations from the

floor, and a written ballot was

ordered. Dr. Joseph Sudimack was

elected President-Elect. Dr. Lucas

congratulated Dr. Sudimack, and
thanked those who supported his

candidacy. The position of

Secretary-Treasurer, just vacated by

Dr. Sudimack, was filled by John
F. Kroner, Jr., MD, Athens, who
was elected for the period of one

year. The position of Eighth

District Councilor, vacated by Dr.

Kroner, was filled with the election

of Thomas J. Hall, MD, Newark.

REPORT OF THE
NOMINATING COMMITTEE
John J. Gaughan, MD, chair of

the Nominating Committee, was

called to the podium. The report

of the Nomination Committee was

presented to the House. The
House approved the recommended
candidates by acclamation.

For Councilors from the odd-

numbered districts for a two-year

term, commencing May 7, 1990,

the following were elected: First

District — K. William Kitzmiller,

MD; Third District — William H.

Kose, MD; Fifth District —
Ronald L. Price, MD; Seventh

District — Walter Jones, MD;
Ninth District — Richard

Villarreal, MD; and Eleventh

District — Charles G. Adams,
MD.

For Delegates to the American
Medical Association to serve terms

commencing January 1, 1991 and
ending December 31, 1992, the

following were elected: Herman I.

Abromowitz, MD, Dayton;

Theodore J. Castele, MD,
Cleveland; Roland A. Gandy, Jr.,

MD, Toledo; Jerry L. Hammon,
MD, West Milton; Stanley J.
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Lucas, MD, Cincinnati; Thomas
W. Morgan, MD, Gallipolis;

Richard J. Nowak, MD, Cleveland;

S. Baird Pfahl, Jr., MD, Sandusky;

and H. William Porterfield, MD,
Columbus.

For Alternate Delegate to the

American Medical Association to

serve terms commencing January

I, 1991 and ending December 31,

1992, the following were elected: J.

James Anderson, MD,
Youngstown; Edmund C. Casey,

MD, Cincinnati; Edmund W.
Jones, MD, Cincinnati; Jerome

Kimmelman, MD, Toledo; William

J. Marshall, MD, Dayton;

Raymond J. McMahon, Jr., MD,
Massillon; and Walter A. Reiling,

Jr., MD, Dayton.

Scott Kramarich, Cincinnati,

was elected by the OSMA Medical

Student Section as an Alternate

Delegate for one year, commencing
March 4, 1990 in accordance with

Chapter 5, Section 7 of the OSMA
Bylaws.

REPORT OF REFERENCE
COMMITTEE 1

Daniel E. Santos, MD, chair,

Hamilton County, presented the

report of Resolutions Committee
No. 1. The House took action on
the report as follows:

AMENDED SUBSTITUTE
RESOLUTION NO. 01-90

Amendment to the OSMA Bylaws

Concerning Councilors

(Replacing No. 01 & 02)

RESOLVED, That Chapter 7,

Section 4, of the Ohio State

Medical Association Bylaws be

amended as follows:

Section 4. Individual Duties of

Councilors. Each Councilor shall

be the organizer for his district.

He shall visit each county in his

district at least once each year for

the purposes of inquiring into the

condition of the profession and of

each component society in his

district and of keeping in touch

with the activities of each of such

societies. T-h^-dist-fict-Goufic-iloF

may-b^-notified-o-f-discipliftary

prebleFF»-whk-h--c-annm--be--resolved

at- -t-he- -c-eu-nty- -sec-iety--level7-I-f-in

the-opiftien-Gf-the-Gou-nc-ilGF-the

dispute-should-be-fwwar-ded-to-the

full-c-eunei-l-ef-4he-OSMA r -the

Geu«€ikw--shall-eonfeF-w4th-the

c-ou-Rty-medic-al-soelet-y-to-eftsufe

that-the-dFseif>hnaFy--aFHJ--appeals

pFoeedur-es-eoftfopm-to-the-c-o-unt-y

and-OSMA-Gonst-it-utien-and
Bylawsr The duties of the

non-voting Councilor from the

Hospital Medical Staff Section

shall be set forth in the Bylaws of

said section. The duties of the

non-voting Councilor from the

Medical Student Section shall be

set forth in the Bylaws of said

section. The duties of the

Councilor from the Resident

Physician’s Section shall be set

forth in the Bylaws of said section

which shall be approved by the

Council.

By official action, the House
voted to amend Substitute

Resolution No. 01-90, as indicated

in capital letters with deletions as

noted, and to adopt it as

amended.

RESOLUTION NO. 03-90

Insurance Company Records

RESOLVED, That the Ohio
State Medical Association work in

cooperation with the Ohio
Department of Insurance to

encourage insurance companies

writing medical professional

liability insurance in the state of

Ohio to develop and/or maintain a

permanent system of record-

keeping that will minimize or

remove obstacles for the physician

in establishing coverage in the

event the physician is unable to

produce specific policy information

or verification of coverage; and, be

it further

RESOLVED, That physicians be

encouraged to keep adequate

documentation of all current and

past professional liability insurance

policy coverage.

By consent, the House adopted

Resolution No. 03-90.

RESOLUTION NO. 04-90

Telephone Utilization

Review Practices

RESOLVED, That the Ohio
State Medical Association develop

and pursue appropriate solutions

to the problems of telephone

utilization review practices, their

effect on patient confidentiality,

and their effect on the ability of

physicians to practice medicine in

a reasonable environment.

By consent, the House adopted

Resolution No. 04-90.

AMENDED RESOLUTION
NO. 05-90

Alcohol, Drug and

Mental/Nervous Managed
Care Program

RESOLVED, That the Ohio
State Medical Association take

appropriate action to challenge the

implementation of Alcohol, Drug
and Mental/Nervous Managed
Care Programs and any other

similar program which require

face-to-face pre-admission

evaluation and post-admission

monitoring onsite at the hospitals

by non-MrlA managed care OR
INSURANCE COMPANY
representatives.

By official action, the House
voted to amend Resolution No.

05-90, as indicated in capital letters

with deletions as noted, and to

adopt it as amended.

AMENDED SUBSTITUTE
RESOLUTION NO. 06-90

Tanning Parlors

(Replacing No. 06 & 07)

RESOLVED, That the OSMA
continue to support an educational

campaign on the hazards of

tanning parlors, as well as the

development of local tanning

parlor ordinances to protect our

patients and the general public

from improper and dangerous
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Theodore Castele, MD, (left) and Roland Gandy, Jr., MD

exposure to ultraviolet radiation;

and, be it further

RESOLVED, That the OSMA
support legislation to strengthen

state laws to make the consumer as

informed and safe as possible;

and, be it further

RESOLVED, That the OSMA
submit a progress report on its

efforts to implement this resolution

at the 1991 OSMA Annual
Meeting; AND, BE IT FURTHER
RESOLVED, THAT THIS

RESOLUTION BE FORWARDED
TO THE AMERICAN MEDICAL
ASSOCIATION HOUSE OF
DELEGATES FOR ITS

CONSIDERATION.

By official action, the House
voted to amend Substitute

Resolution No. 06-90, as indicated

in capital letters with deletions as

noted, and to adopt it as amended.

AMENDED RESOLUTION
NO. 09-90

Delinquent Health

Insurance Payments
RESOLVED, that the OSMA

encourage the director of the Ohio
Department of Insurance to

actively enforce the prompt pay
provisions of Ohio Revised Code
3901.38 et seq. which includes the

provision for late payment
penalties.

By official action, the House
voted to adopt Amended
Resolution No. 09-90.

SUBSTITUTE RESOLUTION
NO. 10-90

Policy on Abortion

(Replacing No. 10 & 12)

Resolved, That it is the position

of the Ohio State Medical

Association that the issue of

support of or opposition to

abortion is a matter for members
of the Ohio State Medical

Association to decide individually,

based on personal values or

beliefs; and, be it further

RESOLVED, That the OSMA

shall take no action which may be

construed as an attempt to alter or

influence the personal views of

individual physicians regarding

abortion procedures; and, be it

further

RESOLVED, That the OSMA
neither promote nor oppose
legislative proposals relating to the

legality of abortion procedures;

and, be it further

RESOLVED, That this

resolution be forwarded to the

American Medical Association

House of Delegates for its

consideration.

By official action, the House
voted to adopt Substitute

Resolution No. 10-90.

RESOLUTION NO. 11-90

Consent for Treatment of Minors

By official action, the House
voted to reject Resolution No.

11-90.

AMENDED RESOLUTION
NO. 13-90

Guidelines for Private Utilization

Review Agencies

RESOLVED, That the Ohio
State Medical Association develop

guidelines for the conduct of

utilization review by third party

payors and private review agencies

and that these third-party payors

and private review agencies doing

utilization review in the state of

Ohio be urged to comply with

these guidelines; and, be it

further

RESOLVED, That such

guidelines for the performance of

utilization review include but not

be limited to:

1) the review standards and
procedures to be used in

evaluating proposed or delivered

hospital and medical care

services;

2) the mechanism patients,

physicians, or hospitals may
utilize to seek reconsideration or

appeal of adverse decisions by

the review agency;

3) the type and qualifications of

the personnel who will be

employed or under contract to

perform utilization review;

4) procedures and policies to be
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used to assure that a

representative of the reviewing

agency is reasonably available to

patients, physicians and
hospitals at least five days a

week during normal business

hours;

5) policies and procedures used by

a third-party payor or private

review agency to assure that all

applicable state and federal laws

protecting the confidentiality of

individual medical records are

followed;

6) the requirement that the

reviewing body make available

copies of materials which will

be used to inform applicable

patients, physicians and
hospitals of the requirements of

these specific utilization review

plans;

7) the requirement that private

review agencies provide a list of

those third-party payors for

which the agency is providing

utilization review within the

state of Ohio; and, be it further

RESOLVED, That the OSMA
include in its guidelines a method
to assure that such review

programs remain in compliance

with the guidelines; and, be it

further

RESOLVED, That the OSMA
publish an article or report to its

component medical societies

regarding the status of this effort

and the progress that has been

made at least 90 days prior to the

opening session of the 1991 OSMA
House of Delegates.

By official action, the House
voted to adopt Amended
Resolution No. 13-90.

AMENDED RESOLUTION
NO. 14-90

Practices of HMOs and IPAs
RESOLVED, That the quality of

care and the patient’s welfare

supercede the interests of all other

parties; and, be it further

RESOLVED, That the Ohio
State Medical Association conduct

a survey of Ohio physicians to

determine the prevalence of health-

threatening actions by third-party

payors throughout the state; and,

be it further

RESOLVED, That the Ohio
State Medical Association better

educate its members regarding the

provisions of third-party payor

contracts; and, be it further

RESOLVED, That the OSMA
continue to provide its members
with patient education materials

on the advantages and
disadvantages of the various

health-care systems they are

offered.

By official action, the House
referred Amended Resolution No.

14-90 to the OSMA Council.

RESOLUTION NO. 15-90

Timely Filling of Prescriptions/

Central Supply Houses
RESOLVED, That Ohio

physicians whose patients get

prescriptions filled through central

supply houses consider giving these

patients a second prescription for

a short course of medication, not

to exceed a 14-day supply; and, be

it further

RESOLVED, That the OSMA
urge third-party payors using

central supply houses to reimburse

their subscribers for the cost of

the short course prescription; and,

be it further

RESOLVED, That the OSMA
also urge these third-party payors

to change current procedures in

order to permit prescriptions to be

filled and received by the patient

in a more timely fashion.

By consent, the House adopted

Resolution No. 15-90.

AMENDED RESOLUTION
NO. 16-90

Medicaid Coverage for Pregnancy

RESOLVED, That the Ohio

State Medical Association work
with and encourage the Ohio
Department of Human Services to

modify eligibility procedures to

make it easier for potential

Medicaid recipients, including

pregnant women, to enroll in

Medicaid and to provide more and
better information to the public on
the increased eligibility for early

access to prenatal care; and, be it

further

RESOLVED, That the Ohio
State Medical Association work
with the Ohio Department of

Human Services to greatly reduce

any delay in Medicaid

reimbursement and reduce

paperwork to encourage physicians

to accept Medicaid recipients for

prenatal care.

By official action, the House
voted to adopt Amended
Resolution No. 16-90.

RESOLUTION NO. 17-90

Limited Health Insurance Covering

Office-Based Primary Care Only

RESOLVED, That the Ohio
State Medical Association House
of Delegates respectfully requests

and urges the Ohio Department of

Insurance and the Ohio
Department of Health to authorize

independent practice associations

of physicians that represent a

working number of primary care

physicians to sell a health

insurance contract covering only

primary care services in physicians’

offices [but including related

laboratory and X-ray service(s)] to

employers of twenty-five (25) or

more who do not now have any

health insurance benefits for their

employees.

By official action, the House
referred Resolution No. 17-90 to

the OSMA Council.

AMENDED RESOLUTION
NO. 18-90

Laboratory Tests for

Uncontrolled Conditions

RESOLVED, That OSMA
request Medicare to clarify the

policy on laboratory tests for

uncontrolled conditions and

remove the threat of sanctions or
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penalties for physicians ordering

these tests; AND, BE IT

FURTHER
RESOLVED, THAT THIS

RESOLUTION BE FORWARDED
TO THE AMERICAN MEDICAL
ASSOCIATION HOUSE OF
DELEGATES FOR ITS

CONSIDERATION.
By official action, the House

voted to amend Amended
Resolution No. 18-90, as indicated

in capital letters with deletions as

noted, and to adopt it as

amended.

AMENDED RESOLUTION
NO. 19-90

Violation of Contractual Law
RESOLVED, That the Ohio

State Medical Association urge the

Ohio Congressional Delegation to

introduce a bill repealing the

restriction on balance billing of

MEDICARE patients who-afe-bet-h

Medk-are--aftd~Medk-aid--eligit>les;

and, be it further

RESOLVED, That the Ohio
State Medical Association ask its

physician membership in Ohio to

communicate with their respective

legislators for repeal of this law.

By official action, the House
voted to amend Amended
Resolution No. 19-90, as indicated

in capital letters with deletions as

noted, and to refer it as amended
to the OSMA Council.

RESOLUTION NO. 32-90

Penalty for Incorrect

Determination of Non-Coverage
RESOLVED, That third-party

payors be levied a substantial

financial penalty for those times

they are incorrect in their

determination of non-coverage;

and, be it further

RESOLVED, That not only

should the cost of filing the appeal

be reimbursed to the one who files

it, but that an additional penalty

be leveled against the third-party

payor as an incentive for

improvement; and, be it further

RESOLVED, That this penalty

should be paid into a fund

designed to support research into

true quality assurance, effective

peer review activities or more
equitable reimbursement systems.

By official action, the House
referred Resolution No. 32-90 to

the OSMA Council.

AMENDED RESOLUTION
NO. 81-90

Accountability of

Third-Party Reviewers

RESOLVED, That the OSMA
encourage the Ohio State Medical

Board to recognize that those

individuals (physicians or non-

physicians) making decisions which

determine the type and location of

testing, procedures, and or

admission to the hospital for

patients and physicians should be

held accountable in the same
manner as the patient’s treating

physician; and, be it further

RESOLVED, That the OSMA
support legislation that recognizes

medical decisions which influence

hospital-patient care through pre-

certification of testing, procedures,

and/or admission to the hospital

are the practice of medicine and
must be done under the direction

and supervision of an Ohio
licensed physician.

By official action, the House
voted to adopt Amended
Resolution No. 81-90.

RESOLUTION NO. 82-90

Third-Party Payors and

Patient Care Standards

RESOLVED, That the OSMA-
HMSS establish that hospital

medical staffs have the primary

responsibility for establishment

and enforcement of all medical

quality standards within their

institution; and, be it further

RESOLVED, That the OSMA
HMSS work with contracted

medical review agencies of third-

party payors to eliminate the

imposition of patient care

standards and their implementation

by these outside organizations

without medical staff approval,

and, be it further

RESOLVED, That a copy of this

resolution be forwarded to the

AMA-HMSS for consideration at

the 1990 Annual Meeting.

By consent, the House adopted

Resolution No. 82-90.

AMENDED EMERGENCY
RESOLUTION NO. 01-90

District Representation of

Reference Committees
RESOLVED, That regardless of

the number of reference

committees necessary in any year,

each Councilor District will be

entitled to one voting

representative NOMINATED BY
THE RESPECTIVE DISTRICT
COUNCILOR on each Reference

Committee. ,--and,~be4t-ftH4heF

R-ESOLV-ED,--T-hat4n-4991?

C-ha-pt-e-F-4-,--Seetien - 4he-OSM-A
CoFFstk-uti o-Ft--be-ameFidad-t-o

ifteludo-FefoFenee-to-sueE

eFrtitlomentr

By official action, the House
voted to amend Emergency
Resolution No. 01-90, as indicated

in capital letters with deletions as

noted, and to adopt it as

amended.

OHIO STATE MEDICAL
ASSOCIATION 1990

HOUSE OF DELEGATES
REPORT OF REFERENCE

COMMITTEE 2

Alan H. Klein, MD,
Montgomery County, chair,

presented the report of Resolutions

Committee No. 2. The House took

action on the report as follows:

AMENDED SUBSTITUTE
RESOLUTION 20-90

Public Awareness of U.S.

Health-Care System

(Replacing No. 20, 21,

22, 36, 37, and 41)

RESOLVED, That the Ohio
State Medical Association actively
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support the American Medical

Association’s Health Access

America program to inform the

public of the excellent medical care

and technology available in the

United States,-arKi-the-detf-imefrtal

effect-that - a- -‘-‘-G-a-nadi a-n
”

-of

Universal-Health--P4an--poses-te--guf

e-urrent-level-af-earef and be it

further

RESOLVED, That the OSMA
support the Health Access America
program through a series of

informative media programs,

promoting the achievements of our

current system to the public, the

state Legislature and insurance

companies, utilizing county

medical society spokespersons for

the dissemination of this

information; and, be it further

RESOLVED, That the OSMA
use-elements-of-t-he-Healfrh-Aeeass

Amer-iea--program- -to-counter

pending-4egisla4ion-to-implement

‘-‘-Gauadian-style”-hea-k-h-€are-+n

Qbk* OPPOSE ANY
LEGISLATION WHICH IS

INCONSISTENT WITH THE
IMPLEMENTATION OF THE
AMERICAN MEDICAL
ASSOCIATION’S HEALTH
ACCESS AMERICA PROGRAM.
By official action, the House

voted to amend Substitute

Resolution No. 20-90, as indicated

in capital letters with deletions as

noted, and to adopt it as

amended.

AMENDED RESOLUTION
NO. 23-90

Hospital Boards of Trustees

RESOLVED, That the Ohio
State Medical Association submit a

resolution to the American
Medical Association House of

Delegates wbicb-encour-ages

ASKING the AMA to wer-k-wkb

URGE the Joint Commission for

Accreditation of Healthcare

Organizations to per-suade-lhe

JGA-HQ-t© require THAT AT
LEAST ONE voting membership
MEMBER on the A HOSPITAL’S

Board of Trustees o-f-a~hosj>k-al-by

members BE A MEMBER of the

THAT HOSPITAL’S medical staff,

in active practice m AT that

hospital, AND elected by the

medical staff.

By official action, the House
voted to amend Amended
Resolution No. 23-90, as indicated

in capital letters with deletions as

noted, and to adopt it as

amended.

AMENDED RESOLUTION
NO. 24-90

Physician Representative on

Hospital Board of Trustees

RESOLVED, That the Ohio
State Medical Association work
with the Ohio General Assembly in

an effort to remove any barriers

which deny any physician the right

to serve as a voting member of the

Board of Trustees of the hospital

where that physician is a member
of the active medical staff.

By consent, the House adopted

Amended Resolution No. 24-90.

RESOLUTION NO. 25-90

Medical Professional

Liability Reform
RESOLVED, That the Ohio

State Medical Association continue

its efforts to seek the passage and

enactment of legislation which will

protect patients and physicians

from the potential hazards of the

current professional liability

climate in Ohio which threatens

the access and availability of

health-care services and that such

legislation should include but not

be limited to:

1) defining an equitable statute of

limitations;

2) the development of a system

which encourages fair and
equitable payments to injured

plaintiffs when justified;

3) protection of pension and
profit-sharing funds from

seizure in liability judgments; and

4) a cap on monetary awards for

pain and suffering.

By consent, the House adopted

Resolution 25-90.
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RESOLUTION NO. 26-90

Exclusion of Patients with

Pre-Existing Conditions From
Medical Insurance Coverage

RESOLVED, The Ohio State

Medical Association petition the

Ohio Department of Insurance

requesting the department to

demand that insurance companies
doing business in Ohio in the field

of health care provide health-care

coverage to all applicants

regardless of pre-existing

conditions.

By official action, the House
referred Resolution No. 26-90 to

the OSMA Council.

AMENDED RESOLUTION
NO. 27-90

To the Doctor’s Defense

RESOLVED, THAT
PHYSICIANS COMING ACROSS
ARTICLES NEGATIVE TO THE
MEDICAL PROFESSION SEND
SUCH ARTICLES TO A
CENTRAL LOCAL MEDICAL
SOCIETY AND OSMA
ADDRESS; AND BE IT

FURTHER
RESOLVED, That the Ohio

State Medical Association and the

American Medical Association be

asked-t© continue t©-help

physic-ians-respond-when

appropriate,-4©~mf©Fmotion

drisemmated-by-tbe-mediaT TO
DEVELOP AND STRENGTHEN
A CENTRAL
CLEARINGHOUSE TO
FORMULATE REPLIES TO
SUCH ARTICLES; AND BE IT

FURTHER
RESOLVED, THAT THE OHIO

STATE MEDICAL
ASSOCIATION EMBARK ON A
STRONG AND REGULAR
PHYSICIAN IMAGE-BUILDING
PROGRAM.
By official action, the House

voted to amend Amended
Resolution No. 27-90, as indicated

in capital letters with deletions as

noted, and to adopt it as

amended.

RESOLUTION NO. 28-90

Quarterly Reports by

Ohio State Medical Board
RESOLVED, That the Ohio

State Medical Association request

that the Ohio State Medical Board

provide the county medical

societies with a quarterly report on
the status of complaints that have

been referred to the State Board by

that society.

By official action, the House
referred Resolution No. 28-90 to

the OSMA Council.

RESOLUTION NO. 29-90

Second Opinion Surgeons

RESOLVED, That the OSMA
request the AMA Council on
Ethical and Judicial Affairs to

prepare a new opinion on
physicians who perform mandatory
second opinions that considers the

possible conflict of interest of a

physician who gives a second

opinion and then performs the

proposed procedure.

By official action, the House
voted to adopt Resolution No.

29-90.

RESOLUTION NO. 30-90

Overutilization of Diagnostic

Procedures/Mandatory

Second Opinions

RESOLVED, That the Ohio
State Medical Association work
with third-party payors mandating

second opinions to discourage the

overutilization of already well-

documented diagnostic procedures.

By consent, the House adopted

Resolution No. 30-90.

AMENDED SUBSTITUTE
RESOLUTION NO. 08-90

Early Discharge of

Newborn Babies

(Replacing 08 & 31)

RESOLVED, That the Ohio
State Medical Association work
with third-party payors to develop

criteria APPROPRIATE
OPTIONS for the discharge CARE
of newborn infants WHO MAY
BE READY FOR DISCHARGE
prior to the discharge of the

mother, and-to-have-that-c+iteria-m

eoffiphance-with-the-Ameriean

Ac-ademy-©f-Pediatrics’--criteria?

and4e-have-maternity-benefits
i-nelude-the-care-©f-a-newborn
i-nfant--when-the-mother’-s-discharge

is-deiayed-due-to-post-partum

compheationsT WHEN THE
MOTHER’S MEDICAL
CONDITION WARRANTS
CONTINUED
HOSPITALIZATION.
By official action, the House

voted to amend Substitute

Resolution No. 08-90, as indicated

in capital letters with deletions as

noted, and to adopt it as

amended.

RESOLUTION NO. 33-90

English Examinations for

International Medical Graduates

RESOLVED, That the Ohio
State Medical Association work
with the Ohio State Medical Board

and the state Legislature to remove

the oral English examination

requirement for the reciprocity of

medical license for international

medical graduates.

By official action, the House
voted to adopt Resolution No.

33-90.

RESOLUTION NO. 34-90

Medicaid Reimbursements

RESOLVED, That OSMA
pursue legislation that incorporates

the following:

1) Additional federal tax credits

for amounts that exceed the

individual state tax liability;

2) Annual fee schedule

negotiations utilizing a format

such as the resource-based

relative value scale involving

representatives of the Medicaid

program and OSMA;
3) State tax credits of 100% of the

difference between a negotiated
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fee schedule and the amount of

reimbursement by the Medicaid

program;

4) Corporation allocation of the

tax credits to the actual provider

of charged professional services

for use against personal tax

liabilities.

By official action, the House
referred Resolution No. 34-90 to

the OSMA Council.

RESOLUTION NO. 35-90

Medical Malpractice

RESOLVED, That the OSMA
pursue legislation that will create a

system similar to workmens’
compensation to resolve claims

designated as medical

maloccurrence as opposed to

medical malpractice.

By official action, the House
referred Resolution No. 35-90 to

the OSMA Council.

RESOLUTION NO. 38-90

State Medical Board Composition

By official action, the House
voted to reject Resolution No.

38-

90.

RESOLUTION NO. 39-90

Expert Witness

By official action, the House
voted to reject Resolution No.

39-

90.

RESOLUTION NO. 40-90

House Bill 719

By official action, the House
voted to reject Resolution No.

40-

90.

AMENDED RESOLUTION
NO. 83-90

Selection of Medical Staff Officers

RESOLVED, That the OSMA
urge the AMA Board of Trustee

members on the JCAHO to

change the accreditation standards

to require that all medical staff

bylaws and hospital governing

documents recognize the inherent

authority of the medical staff to

elect the Medical Staff Officers

and- -CTi-nicak-Bepar-t-men t -C-hai-r-me-n

and provide that such elections of

officers are not subject to hospital

governing body approval,

affirmance or concurrence.

By official action, the House
voted to amend Resolution No.

83-90, as indicated with deletions

as noted, and to adopt it as

amended.

AMENDED RESOLUTION
NO. 84-90

National Practitioner Data Bank
RESOLVED, That the AMA

House of Delegates request that

the Department of Health and

Human Services instruct the

National Practitioner Data Bank
to institute physician notification

of adverse data bank entries by

certified mail with return receipt

requested.

By official action, the House
voted to adopt Amended
Resolution 84-90.

AMENDED REPORT A — 1990

Committee to Review OSMA
House of Delegates Policy

POLICIES TO BE RETAINED —
1986 HOUSE OF DELEGATES

PROCEEDINGS
6-89 Standardization of

Preadmission Certificate

Criteria

8-86 Physician Reimbursement
toi Home Health Care

9-86 Quality Assurance

11-86 Support of Free Choice

of Personal Physicians by

Participants in

Government Programs
15-86 Mandated Medical

Professional Liability

Insurance

18-86 Ceiling Priced, Pool-Risk

Insurance Legislation

22-86 Pediatric Emergency Care

32-86 Foreign Medical Graduates

35-86 OSMA Support of a

Tobacco-Free Society

45-86 Eye Safety

ER 2-86 CME Program
Evaluations

POLICIES NOT TO BE
RETAINED — 1986 HOUSE OF
DELEGATES PROCEEDINGS
1-86 AMA Alternate Delegate

to be Elected by OSMA
Medical Student Section

4-86 Standardization of

Mandatory Second
Surgical Programs

25-86 Living Wills

33-

86 The Patient and Program
Protection Act for

Medicare and Medicaid,

S. 837 [Senator John
Glenn, Co-Sponsor]

34-

86 House Bill No. 769 [Ohio

State Medical Board]

41-86 Ban on Amphetamine
and Methamphetamine in

the State of Ohio
44-86 National Eye Care

Project

ER 5-86 National Health Service

Corps

Report A Report of the Ad Hoc
Committee to Review

OSMA House of

Delegates Policy — 1982

Policy

POLICIES NOT TO BE
RETAINED —

1929 THROUGH 1985

3-58 Adoption
14-67 Smoking and Health

20-67 Measles Immunization

41-79 Direct Patient Billing

53-85 Federal Excise Tax on
Cigarettes

OHIO STATE MEDICAL
ASSOCIATION 1990

HOUSE OF DELEGATES
REPORT OF RESOLUTION

COMMITTEE NO. 3

Dr. Daniel W. van Heeckeren,

MD, Cuyahoga County, chair,

presented the report of Resolutions

Committee No. 3. The House took

action on the report as follows:

AMENDED RESOLUTION
NO. 42-90

Clean-Up of Toxic Waste

RESOLVED, That the Ohio
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State Medical Association urge the

Ohio and U.S. Environmental

Protection Agencies to expedite the

prompt clean-up of Ohio’s 32

federally designated superfund

priority toxic waste sites; and, be it

further

RESOLVED, That the OSMA
renew its efforts to obtain public

and legislative support for the safe

disposal of toxic wastes; and, be it

further

RESOLVED, That the OSMA
lobby our elected representatives to

promptly clean up Ohio toxic

waste sites as promised; and, be it

further

RESOLVED, That the OSMA
petition the Ohio and U.S.

attorney generals’ offices to

prosecute the perpetrators of toxic

waste, whose criminal actions

jeopardize the health and lives of

Ohio citizens.

By official action, the House
voted to adopt Amended
Resolution No. 42-90.

AMENDED RESOLUTION
NO. 43-90

Legislation Prohibiting Therapeutic

Substitution in Ohio
RESOLVED, That the Ohio

State Medical Association pursue

the development of legislation

prohibiting therapeutic substitution

(the process by which a pharmacist

replaces a drug prescribed for a

given patient with a different

chemical compound from the same
drug category without the prior

consent of the prescribing

physician); and, be it further

RESOLVED, That this

legislation mandate that a patient’s

physician must give approval for

any recommended therapeutic

alternatives prior to the dispensing

of medications; and, be it further

RESOLVED, That this

legislation mandate against

therapeutic substitution in

inpatient or outpatient settings

such as hospitals, nursing homes,

clinics and within managed health-

care plans (ie. HMOs, PPOs); and,

be it further

RESOLVED, That this

legislation prohibit managed
health-care plans (ie. HMOs,
PPOs, insurance programs) from

including in contracts with

physicians and patients clauses that

permit therapeutic substitution;

and, be it further

RESOLVED, That this

legislation prohibit a managed
health-care plan which

contractually provides prescription

drugs for patient enrollees from

denying coverage for a prescribed

drug when the patient’s physician

certifies that a therapeutic

alternative is not appropriate; and,

be it further

RESOLVED, That Ohio State

Medical Association provide

education to physicians and
patients that therapeutic

substitution is not equal to generic

substitution — and provide

information about potential

dangers of such practices; and, be

it further

RESOLVED, That this

resolution be forwarded to the

American Medical Association

House of Delegates for

consideration.

By official action, the House
voted to adopt Amended
Resolution No. 43-90.

RESOLUTION NO. 44-90

Facsimile Transmission of

Prescriptions

RESOLVED, That the Ohio
State Medical Association work
with the Ohio Pharmaceutical

Association to study the feasibility

and legality of faxing prescriptions

to pharmacies.

By consent, the House voted to

adopt Resolution No. 44-90.

AMENDED RESOLUTION
NO. 45-90

Low-Level Radioactive Waste

Disposal Facility

RESOLVED, That any site for

the disposal of low-level

radioactive waste be rejected unless

all applicable statutes and
regulations are fully satisfied; and,

be it further

RESOLVED, That this

resolution be forwarded to the

American Medical Association

House of Delegates for

consideration.

By official action, the House
voted to adopt Amended
Resolution No. 45-90.

RESOLUTION NO. 46-90

AIDS
Continuing Medical Education

RESOLVED, That the Ohio
State Medical Association

recommends that continuing

medical education on AIDS for all

licensed physicians be made
available, the nature and extent of

such education to be determined

by individual physicians to meet

the needs of their practices.

By consent, the House voted to

adopt Resolution No. 46-90.

RESOLUTION NO. 47-90

Medical Use of Laser Technology

Resolution No. 47-90 was

withdrawn by the sponsor.

RESOLUTION NO. 48-90

Vital Signs in Laser Eye Surgery

Resolution No. 48-90 was

withdrawn by the sponsor.

AMENDED RESOLUTION
NO. 49-90

Medical Use of Laser Technology

RESOLVED, That the Ohio
State Medical Association establish

an advisory panel for laser

therapeutics to assist in

professional and public education,

legislative decision-making and
policy development; and, be it

further

RESOLVED, That the Ohio
State Medical Association keep the

State Medical Board abreast of
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changes in laser technology and
the medical and surgical expertise

required to be utilized in such

technology; and, be it further

RESOLVED, That the Ohio
State Medical Association URGE
THE MEDICAL BOARD TO
consider legislation developing a

policy or rules to encompass the

therapeutic use of lasers under the

medical practice act.

By official act, the House voted

to amend Amended Resolution No.

49-90, as indicated in capital letters

with deletions as noted, and to

adopt it as amended.

SUBSTITUTE RESOLUTION
NO. 50-90

Maternal Substance Abuse and

Prenatal Drug Exposure

(Replacing No. 50 & 51)

RESOLVED, Recognizing that

alcoholism, and drug AND
TOBACCO dependency are

medical diseases, the OSMA
appoint a task force to develop a

policy addressing maternal

substance abuse and prenatal drug

exposure within the year 1990;

and, be it further

RESOLVED, That issues before

the task force should encompass

but not be limited to the

following: (1) identification of

pregnant substance-abusing

mothers and drug-exposed infants;

(2) investigation of the morbidity,

prognosis and the cost of care of

the affected newborn;

(3) investigation of programs for

the therapy and referral of

pregnant women for treatment;

(4) investigation of programs for

the treatment and care of the

affected infant; (5) investigation of

appropriate mechanisms for

placement of these infants in cases

of abandonment; (6) investigation

of alternatives to incarceration for

treatment of the addicted mother,

and (7) investigation of legal

ramifications of child abuse laws

as they pertain to the pregnant

woman.

By official action, the House
voted to amend Substitute

Resolution 50-90, as indicated in

capital letters with deletions as

noted, and to adopt it as amended.

AMENDED RESOLUTION
NO. 52-90

HIV Status and the

Health-Care Worker
RESOLVED, The Ohio State

Medical Association, in

cooperation with the OSMA
Hospital Medical Staff Section,

encourage all member medical

staffs and institutions to

immediately develop policy

statements, and bylaws additions,

to define procedures for the HIV
positive health-care worker OR
STUDENT in accordance with

current scientific knowledge, due

compassion, and in compliance

with Ohio law.

By official action, the House
voted to amend Amended
Resolution 52-90, as indicated in

capital letters with deletions as

noted, and to adopt it as amended.

AMENDED RESOLUTION
NO. 53-90

Medical Records Formats for

Nursing Homes
RESOLVED, That OSMA

establish an interdisciplinary task

force to reconcile inconsistent

nursing home regulatory policies

regarding patient care,

administration of medical records

and other issues for the benefit of

the patient; and, be it further

RESOLVED, that this resolution

be forwarded to the American
Medical Association House of

Delegates for consideration.

By official action, the House
voted to adopt Amended
Resolution No. 53-90.

AMENDED RESOLUTION
NO. 54-90

Raise Revenue for

Health-Care Needs
RESOLVED, That the Ohio

State Medical Association support

an increase in federal excise taxes

for tobacco and alcohol i-f-the

reven-uo-g^n-efated-is--allocated

WHICH WOULD BE
ALLOCATED to health-care

needs; and, be it further

RESOLVED, that this resolution

be forwarded to the American
Medical Association House of

Delegates for consideration.

By official action, the house

voted to amend Amended
Resolution 54-90, as indicated in

capital letters with deletions as

noted, and to adopt it as

amended.

RESOLUTION NO.
55-90 — ADOPT
Medical Vouchers

RESOLVED, That the Ohio
State Medical Association House
of Delegates request OSMA
Council to work diligently with the

Ohio Legislature to develop a

system of medical vouchers:

a. Whose value would be set

according to Ohio treasury

reserves, cooperative

negotiations, and fiscal

responsibility;

b. That could be purchased by

Medicaid patients by payment
of 50 cents to $1 per voucher

according to the patient’s ability

to pay. This would restore

integrity, self-esteem, and
responsibility to the medical

economic marketplace.

The House voted that Resolution

No. 55-90 be taken off the

Consent Calendar, then referred it

to the OSMA Council.

RESOLUTION NO.
56-90 — ADOPT

Elimination of Smoking in

Public Areas and Businesses

RESOLVED, That the OSMA
support legislation on a state and

local level to eliminate smoking in

public places and businesses.
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John W. Ray, MD, attends his 33rd House of Delegates.

By consent, the House adopted

Resolution No. 56-90.

RESOLUTION NO.

57-

90 — ADOPT
Health Promotion and Disease

Prevention Education

RESOLVED, That the OSMA
encourage the AMA and ACGME
to support the implementation of

effective health promotion/disease

prevention curricula in medical

schools, residency programs and
CME programs.

By consent, the House adopted

Resolution No. 57-90.

RESOLUTION NO.

58-

90 — ADOPT
Commendation to OSMA Staff

RESOLVED, That the Ohio
State Medical Association

recognize the OSMA staff for its

consistent enthusiastic support of

the Medical Student Section.

By consent, the House adopted

Resolution No. 58-90.

PRESIDENT’S ADDRESS
President Marshall described his

1989-1990 term as a “wonderful

year” for both himself and wife,

Barbara, who served

simultaneously as president of the

Ohio State Medical Association

Auxiliary.

He emphasized the unity and
teamwork between the two

organizations as portrayed by the

symbol, “Physicians plus Auxilians

equals equation for change.” He
cited the following as examples of

this teamwork:
• Statewide conference on teenage

sexuality, “Age of Choice”
• Statewide conference

encouraging physicians and
Auxilians to become involved

with their local school boards in

adolescent AIDS education
• Anti-smoking campaign —

highlighted by planning for a

workshop to train a cadre of

physicians how to teach other

physicians to do smoking

intervention with their patients

• Development of Ohio’s first

local tanning parlor ordinance

President Marshall placed special

emphasis on his efforts to cope

with homelessness through

appointment of the special

Homeless Task Force. He
congratulated the Task Force for

an excellent job of identifying

working community models

around the state.

Of equal concern are the more
than one million Ohio citizens who
are uninsured or underinsured. He
admitted that this has been a

difficult test, but cited OSMA’s
efforts to seek workable solutions

— partially through AMA’s new
campaign, “Health Access

America.” He added that OSMA
supported state legislation that

established four demonstration

projects to seek private sector

solutions to Ohio’s health-care

problems.

In summarizing legislative

efforts during his term, President

Marshall paid special tribute to the

1990 Auxiliary Day at the

Legislature, and to the

accomplishments of OMPAC, as

well as to the AMPAC grant which

added a full-time staff person

dedicated to improving our contact

with Washington.

President Marshall expressed

pleasure with the work of the

Committee on Relations with

Third-Party Payors and

Government chaired by Past

President Donavin Baumgartner,

MD. “Today, when we have a

problem we can sit down and talk

about it. We obviously do not and
will not agree with everything they

do. Sometimes they heed our

advice, sometimes they do not. But

unless we have this working

relationship we can never hope to

get anything accomplished.”

As an example, he cited OSMA’s
aggressive stance when Nationwide-

Medicare developed a huge

backload of claims as a result of a

change in the computer processing
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system. Contact with congressional

representatives, including Senator

Howard Metzenbaum, proved

effective in seeking resolution of

this problem.

President Marshall also

described his charge to the Judicial

and Professional Relations

Committee to proactively explore

and study the complex ethical

issues facing the OSMA
membership. He predicted an

expanding role for OSMA in this

arena as organized medicine

becomes more active in policing

the profession.

Although President Marshall

reported the morale of Ohio
physicians to be low largely due to

government and third-party

intervention, he expressed

optimism that Ohio physicians can

and will persevere.

“There are solutions to every

problem we face — our challenge

is to find them and develop an

action plan ... We will remain

active in our communities, making
certain that the needy receive the

care they need ... We will stand

up and fight for our rights and the

rights of our patients. We are the

only advocates of those we serve.

Our patients’ fondness and
gratitude is the supreme reward we
will receive,” he concluded.

The House accepted the report

by acclamation and it was filed.

THE REPORT OF
RESOLUTIONS COMMITTEE
NO. 3 AS A WHOLE, AS
AMENDED, WAS APPROVED
BY THE HOUSE.

REPORT OF REFERENCE
COMMITTEE 4

Victoria Ruff, MD, Franklin

County, chair, presented the report

of Resolutions Committee No. 4.

The House took action on the

report as follows:

RESOLUTION NO. 59-90

Misleading Infant

Mortality Statistics

RESOLVED, That the Ohio
State Medical Association

encourage the American Medical

Association to attempt to educate

the public and politicians of the

true nature of infant mortality

statistics. This would help the

public appreciate the excellence of

medical care available to pregnant

mothers and babies in this

country; and, be it further

RESOLVED, That the OSMA
encourage the AMA to attempt to

standardize infant mortality

statistics worldwide.

By official action, the House
referred Resolution No. 59-90 to

the OSMA Council.

AMENDED RESOLUTION
NO. 60-90

Responsible Use of Animals

in Biomedical Research

RESOLVED, That the Ohio
State Medical Association oppose

any legislation which will limit the

humane and scientifically justified

use of animals for biological

research and training on the basis

that such limitations will damage
the future health of the American
public; and, be it further

RESOLVED, That the Ohio
State Medical Association

condemn physical attacks on
laboratories and individuals

engaged in humane and
scientifically justified biomedical

research and training; and, be it

further

RESOLVED, That the Ohio

State Medical Association appoint

a committee to develop and

implement an educational plan to

increase public awareness of the

need for and benefits from

humane and scientifically justified

use of animals in biomedical

research and training.

By official action, the House
voted to adopt Amended
Resolution No. 60-90.

RESOLUTION NO.
61-90 — REJECT

Confidentiality of Drug
Enforcement Agency Numbers
By official action, the House

rejected Resolution No. 61-90.

RESOLUTION NO. 62-90

Protocols for

Disciplinary Proceedings

RESOLVED, That the Ohio
State Medical Association prepare

and publish protocols which define

the steps and procedures to be

used by a component society at a

formal hearing which may result in

a disciplinary action of censure of

a member of that society, or may
result in a member being

suspended or expelled from

membership in the component
medical society; and, be it further

RESOLVED, That the Ohio
State Medical Association agree to

reimburse reasonable legal expenses

incurred by the component medical

society arising out a formal

disciplinary proceeding.

By official action, the House
referred Resolution No. 62-90 to

the OSMA Council.

RESOLUTION NO.
63-90 — REJECT
Localize Category I

CME Programs

By consent, the House rejected

Resolution No. 63-90.

RESOLUTION NO. 64-90

Changing CME Requirements

for Coroners

By consent, the House rejected

Resolution No. 64-90.

RESOLUTION NO. 65-90

Mandatory Second Opinion for

Vaginal Births After

Cesarean Section

RESOLVED, That the Ohio
State Medical Association attempt

to influence the Insurance

Commission and third-party

carriers to eliminate mandatory

second opinion for Cesarean

section when the mother decides

against VBAC.
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By consent, the House adopted

Resolution No. 65-90.

RESOLUTION NO. 66-90

Patient Bill of Rights

By official action, the House
rejected Resolution No. 66-90.

AMENDED RESOLUTION
NO. 67-90

Substance Abuse as a

Public Health Hazard
RESOLVED, That the Ohio

State Medical Association support

the AMA in working for a total

statutory prohibition of advertising

of tobacco and tobacco products;

and, be it further

RESOLVED, That the Ohio
State Medical Association ask the

AMA to actively support and work
for a total statutory prohibition of

advertising of alcoholic beverages

except for inside retail or wholesale

outlets; and, be it further

RESOLVED, that this resolution

be forwarded to the American
Medical Association House of

Delegates for consideration.

By official action, the House
voted to adopt Amended
Resolution No. 67-90.

AMENDED RESOLUTION
NO. 68-90

Medicare-Reform Panel

RESOLVED, That the Ohio
State Medical Association request

the AMA to support legislation to

form a commission to review the

current Medicare health-care

system; and, be it further

RESOLVED, That the

commission examine Medicare

reimbursement policies to

determine whether payments under

the program are appropriate; the

relationship between hospital

profitability and Medicare

payments; innovative health-care

strategies that could reduce cost;

and the financial condition of

Medicare trust funds; and, be it

further

RESOLVED, THAT MEMBERS

TO THE COMMISSION
SHOULD INCLUDE
INDIVIDUALS WHO HAVE
EXPERTISE IN HEALTH CARE,
SUCH AS THE AMERICAN
MEDICAL ASSOCIATION, THE
INSURANCE INDUSTRIES AND
AMERICAN HOSPITAL
ASSOCIATION, AND, BE IT

FURTHER
RESOLVED, that this resolution

be forwarded to the American
Medical Association House of

Delegates for consideration.

By official action, the House
voted to Amend Resolution No.

68-

90 as indicated in capital letters

with additions as noted, and to

adopt it as Amended.

AMENDED RESOLUTION
NO. 69-90

Peer Review Systems, Inc.

Third Scope of Work
RESOLVED, That the OSMA

ask the AMA to work towards

requiring HCFA and the PRO to

modify regulations to permit the

PRO to notify BY REGISTERED
MAIL WITH RETURN RECEIPT
REQUESTED both the physician

and hospital of the “Quality

Inquiry” letter and, be it further

RESOLVED, that in the interim

the OSMA encourage physicians to

share quality inquiry letters with

the quality assurance office of

their respective hospitals; and, be

it further

RESOLVED, that this resolution

be forwarded to the American
Medical Association House of

Delegates for consideration.

By official action, the House
voted to Amend Resolution No.

69-

90 as indicated in capital letters

with additions as noted, and to

adopt it as Amended.

SUBSTITUTE RESOLUTION
NO. 70-90

(Replacing No. 70 & 71)

Patient Autonomy and
Living Wills in Ohio

RESOLVED, That the Ohio

State Medical Association repeal

Substitute Resolution No. 33-88,

Living Wills and Durable Power of

Attorney for Health Care in the

State of Ohio; and, be it further

RESOLVED, That the Ohio
State Medical Association adopt

the following policy regarding the

right of patients to refuse medical

treatment and the use of living

wills or durable powers of

attorney; and be it further

RESOLVED, That the Ohio
State Medical Association support

legislation that:

1. Recognizes that a competent

patient has a right to refuse

any and all medical treatment

and that a physician has an

ethical obligation to act in

accordance with the wishes

expressed by a competent

patient despite opposition or

disagreement from the

patient’s family members or

others; and

2. Recognizes that a competent,

adult patient may, in advance,

formulate and provide a valid

consent to the withholding

and/or withdrawal of life-

prolonging treatment in the

event that injury or illness

renders that individual

incompetent to make such a

decision, which consent may
be relied upon by a physician

who is aware of the fact that it

has been given in advance; and

3. Provides that a competent

adult may execute a durable

power of attorney for health

care which designates a

surrogate to make medical

treatment decisions on behalf

of an incompetent patient; and
4. Recognizes that in the case of

the patient not competent or

conscious, who has not

executed a living will or

durable power of attorney for

health care, that the spouse or

other family members assume
the decision-making role in the

withholding and/or withdrawal
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of treatment and that decisions

made by the spouse or other

family members should be

consistent with the desires of

the patient to the extent that

such desires are known; and
5. Recognizes that in the case of

the patient not competent or

conscious who has not effected

a living will or durable power
of attorney for health care,

and whose decision-makers are

in conflict, referral should be

made by the physician first to

an ethics committee, if

available, or if an ethics

committee is not available, to

the legal system; and

6. Recognizes that certain

circumstances justify the

withholding and/or withdrawal

of treatment, such

circumstances including but

not limited to cases of

terminal illness and
permanently unconscious state;

and
7. Recognizes that withholding

and/or withdrawal of life-

prolonging treatment refers to

all medical interventions

including but not limited to

medication, and artificially

supplied respiration, nutrition,

and hydration; and
8. Recognizes that it is essential

to provide comfort care and
maintain the dignity of the

patient when withholding

and/or withdrawing treatment;

and
9. Established immunity from

civil liability, criminal

prosecution, and professional

disciplinary action for

physicians who, in compliance

with these guidelines withhold

and/or withdraw treatment

from a patient; and

10.

Recognizes that some
physicians are ethically

constrained from complying

with the instructions contained

in a living will, or delivered by

a patient, family member, or

attorney in fact under a

durable power of attorney for

health care; and

11.

Establishes immunity from
civil liability, criminal

prosecution, and professional

disciplinary action for

physicians who refuse to

comply with a living will or

the directions of a patient,

family member, or attorney in

fact under a durable power of

attorney for health care, and
provides that such physicians

shall not interfere with the

timely transfer of patient care

to another physician; and be it

further

RESOLVED, That the Ohio
State Medical Association

encourage physicians to inform

their patients of the importance of

clearly communicating their wishes

and preferences in advance so as

to guide the treatment decisions of

physicians and family members
when the patient is no longer able

to make health-care decisions for

himself or herself.

By official action, the House
voted to adopt Substitute

Resolution No. 70-90.

AMENDED RESOLUTION
NO. 72-90

Physician Care for the

Uninsured Patient

RESOLVED, That the Ohio
State Medical Association support

legislation to provide qualified tort

immunity to physicians providing

care without compensation; and,

be it further

RESOLVED, That the Ohio
State Medical Association support

future legislative efforts to enable

the appropriate state agencies to

create a special malpractice

insurance risk pool for physicians

serving the uninsured.

By official action, the House
referred Amended Resolution No.

72-90 to the OSMA Council.

AMENDED RESOLUTION
NO. 73-90

Uncompensated Care

RESOLVED, THAT THE
OSMA CONTINUE TO
SUPPORT HIGH QUALITY
MEDICAL CARE FOR ALL
PATIENTS IN OHIO
REGARDLESS OF THEIR
ABILITY TO PAY, AND BE IT
FURTHER
RESOLVED, That medical or

osteopathic physicians providing

uncompensated care to at least 10%
of their patients be indemnified by

the state for the first $25,000 of

liability arising out of provision of

that care, and be it further

RESOLVED, That physicians

fulfilling the 10% requirement be

indemnified for the first $100,000

of medical liability awards in

lawsuits involving emergency

department and obstetric care, even

if the patient is not indigent; and,

be it further

RESOLVED, That the OSMA
work with the Ohio state

Legislature to amend current

pending legislation or introduce

new legislation to accomplish the

above.

By official action, the House
referred Amended Resolution No.

73-90 to the OSMA Council.

AMENDED RESOLUTION
NO. 74-90

Physician Representation on

Health-Care Boards and
Committees of the State of Ohio

RESOLVED, That the Ohio

State Medical Association urge the

Ohio General Assembly, the Ohio
Department of Health, the Ohio
Department of Insurance and

other agencies involved in the

public health for the state of Ohio

to select members of the medical

profession for health care-related

bodies so as to increase the

proportion of physicians in active

clinical practice serving on these

boards and committees and

encourage OSMA physicians to
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participate on the boards when
asked.

By official action, the House
voted to adopt Amended
Resolution No. 74-90.

RESOLUTION NO. 75-90

Continuing Medical Education

By consent, the House rejected

Resolution No. 75-90.

RESOLUTION NO. 76-90

Physical and Fiscal Needs of the

Ohio Delegation

By consent, the House rejected

Resolution No. 76-90.

RESOLUTION NO. 77-90

American Medical Association

Overhead Expenses

By consent, the House rejected

Resolution No. 77-90.

RESOLUTION NO. 78-90

Mandatory Arbitration

By consent, the House rejected

Resolution No. 78-90.

RESOLUTION NO. 79-90

Permits the President to Appoint

a Speaker of the

House of Delegates

By official action, the House
rejected Resolution No. 79-90.

AMENDED RESOLUTION
NO. 80-90

Mandatory Routine

Chlamydia Screening

RESOLVED, That the Ohio
State Medical Association strongly

recommend that screening for

Chlamydia trachomatous be

incorporated as part of routine

prenatal care; and, be it further

RESOLVED, That the Ohio
State Medical Association

encourage the Ohio State Health

Department to take measures

necessary to mandate routine

prenatal screening for Chlamydia
trachomatous infection; and, be it

further

RESOLVED, THAT THE OHIO
STATE MEDICAL

ASSOCIATION WORK IN
CONJUNCTION WITH STATE
AND LOCAL HEALTH
AGENCIES AND
PROFESSIONAL MEDICAL
ORGANIZATIONS TO
DEVELOP AND IMPLEMENT
AN EDUCATIONAL EFFORT TO
INFORM PHYSICIANS OF THE
FREQUENT AND SERIOUS
NATURE OF CHLAMYDIA
TRACHOMATOUS INFECTIONS
IN BOTH INFANTS AND
ADULTS.
By official action, the House

voted to Amend Resolution No.

80-90 as indicated in capital letters

with additions as noted, and to

adopt it as amended.

RESOLUTION NO. 85-90

Lack of Appropriate Due Process

in PRO Utilization &
Quality Assurance Activities

RESOLVED, that the OSMA
strenuously object to the practice

of the Peer Review Organization

which reports adverse findings to

other agencies when no sanction is

recommended and uses every

available means including legal

action to assure due process and
proper notification of

opportunities for physicians to

appeal decisions in PRO activities.

By official action, the House
referred Resolution No. 85-90 to

the OSMA Council.

Inaugural Ceremony
A. James Blanchard, MD,

Toledo, escorted Dr. Devany’s

family to the podium. Dr.

Baumgartner administered the

presidential oath of office to Dr.

Devany, then presented Dr. Devany
with the official gavel and the

president’s medallion.

Mrs. Marshall was escorted to

the rostrum by Dr. Herman I.

Abromowitz. Dr. Devany presented

to Dr. Marshall the past

president’s pin, the president’s

plaque and a replica of the

president’s medallion to both Dr.

and Mrs. Marshall.

Dr. Devany then briefly

addressed the House. His remarks

were followed by a standing

ovation.

The meeting was turned over to

Dr. Marshall, who thanked the

OSMA Council, the House and

the OSMA staff for their support

during his year as president. Dr.

and Mrs. Marshall received a

standing ovation.

There being no further business,

the House of Delegates adjourned.

OSMA

Next month in

OHIO Medicine

Will I Be Paid?

The OSMA ombudsman staff

has pulled together the 10 most-

asked questions OSMA members
ask about reimbursement — and

provide some helpful answers.

Determination of

Death
Recent events have brought this

subject to public attention, and the

Legislature has taken a look to see

who may legally declare death.

Also:

— Guidelines for treating the

epileptic patient.

— Third-World Medicine: The
Dominican Republic Experience.
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COUNCILOR REPORT

Sixth Distict Report:

House Bill 425
By Robert C. Reed, MD

H ouse Bill 425 — the Ohio
universal health insurance

plan — has been

introduced by Rep. Robert Hagan
of Youngstown. Whether you think

our current medical system is good
or whether you think we should

have “the Canadian system,”

whether you understand HB 425

or haven’t the foggiest notion

about its content, this Councilor’s

article is intended to help Ohio
physicians in educating the public

about this legislation. Similar bills

have been introduced in at least

seven states, usually by consumer
groups like Ohio Citizens Action.

These are vocal, Nader-like groups

that may do more to harm rather

than to help the common good in

pursuing their liberal goals, in this

case publicly funded health care.

Be aware that a small but vocal

group of Ohio physicians support

the Ohio universal health insurance

plan. These physicians either

believe it is worthwhile to destroy a

great health-care system for 85%
of Ohio’s population in order to

provide access to care for the

remaining 15%, or they are so

naive as to think that Ohioans,

and Americans, will accept the

delay in care inherent to Canada’s

system. Have they not heard

Robert C. Reed, MD

stories like that of Dr. Shamess
who died waiting for coronary

bypass surgery? His son, Dr. Brian

Shamess, puts the blame squarely

on the Ontario provincial

government, the Ministry of

Health and Premier David

Peterson. Dr. Brian Shamess said,

“Having talked to the Ontario

Health Watch group (a group

pushing for better cardiac surgery

facilities) I was aware that a

number of people were dying on
cardiac waiting lists.” (Ontario

Medical Review, Feb. 1990, pp.

52-53).

Payment for the Ohio plan

would come from an 8% tax on

employers’ payrolls, an additional

1% income tax, a 2% tax on
dividends over $1,000, and a 10%
excise tax on alcohol and tobacco

products. Federal Medicare and

Medicaid funds would hopefully

be paid into the Ohio Health Care

Trust Fund, whose governor-

appointed board would administer

all funds to pay physicians and

hospitals (“providers”) and for

construction and equipping of

health-care institutions. The bills

introduced in Florida, Illinois,

Missouri, et al, include identical

funding mechanisms and are

obviously presented by the same
organization. Canada spends 3%
less of their GNP on health care

than the United States, but rarely

mentioned is the debt of provincial

governments burdened with paying

the bills. Canada’s per capita debt

is double that of the United States

and increasing at a faster rate.

Lack of new hospitals and other

capital improvements will

eventually require massive

infusions of capital to rebuild the
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system.

If your patients speak in favor

of the Canadian health system, ask

them “why”? Because it’s “free”?

When was the last time a head of

state, sports star, entertainer or

other noted personality went to

Canada for the latest in medical

care? Why do patients from

around the world come to the

United States for heart and liver

transplants and other high-tech

tests and treatments? Why are

Canadians routinely having

lithotripsy, angioplasty and
coronary artery bypass surgery

done in U.S. cities like Buffalo,

Cleveland and Detroit? The answer

is that the health care available in

Ohio and the U.S. is the best the

world has ever known. What we
really want is a financial solution

to our dilemma. If 37 million

Americans have no medical

insurance coverage we have to find

a way to give it; we do not have to

deny good medical care to 200

million Americans in order to pay

for that minority. There is much
room for improvement in limiting

unnecessary expenditures in our

system. Coupled with practice

parameters, our medically indigent

population could be provided

insurance, probably without

additional taxes. And if medical

liability costs could be limited by

tort reform, to recede toward the

level of liability costs in Canada,
more funding and less expensive

treatment would evolve. So let’s

not settle for the lowest common
denominator in health care. We
have something good and it’s

worth preserving.

In 1989 Eugene Vayda, MD,
FRCP (C), FACP, wrote in favor

of using the Canadian health

system as a model for Ohio. Dr.

Vayda practiced medicine in Ohio
before moving to Toronto, Canada.

“
. . .the health care

available in Ohio and

the U.S. is the best the

world has ever

known.”

Writing in favor of Canada’s

system, he says “the provinces . . .

have dealt with the fiscal problems

primarily from the supply side by

reducing acute care hospital beds,

by limiting budgetary increases to

hospitals, and by limiting increases

in physician fee schedules.” He
says “lower costs in Canada have

been due primarily to ... a slower

rate of dissemination of new and
expensive technology.” And this

should serve as a model for

modern health care?

Would the Ohio plan have

adverse effects in Ohio? I think so.

First, it may restrict the number of

students wishing to enter medical

and nursing careers. The decline in

medical school applications is real;

controversy in socialized programs

adds to the uncertainty of students

and makes other careers appear

more stable and predictable.

Second, new industry may prefer

states where new taxes and new
health systems with untried and
uncertain funding methods can be

avoided. If we get fewer medical

students and a smaller tax base we
defeat the purposes of the Ohio
plan, namely accessibility and

affordability.

As a physician, try to explain

some of these points to your

patients. Rep. Hagan comes from

Youngstown, Mahoning County,

part of our OSMA 6th Councilor

District, the area with the highest

unemployment in the state. He has

done a good job for his

constituents, and certainly got the

ball rolling in the health-care field.

Physicians and organized medicine

must come up with a better

solution. I feel the 16 points of the

AMA’s Health Access America are

a good starting point. Remember,
the purpose of the Ohio plan is to

provide “a single, publicly

financed, statewide insurance

program to provide comprehensive

coverage for all necessary health-

care services for all residents of

this state.”

Who determines what is

necessary health care? It is already

decided that mental health and

substance abuse coverage will be

limited, and that nursing home
care, medical exams for insurance

or court purposes, and cosmetic

surgery will not be covered.

In Connecticut a commission on
universal health care recommended
that the state not adopt a

Canadian model. Legislation is

being drafted to implement the

commission’s proposal. Ohio will

defeat a universal health plan if

our voters and legislators are well

informed. The job of informing

and educating is ours. This takes a

few minutes and makes for a

longer office call, but it may be

the best time we can spend. The
house that good medicine has built

need not be destroyed. Let’s just

enlarge and improve the structure.

OSMA
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COUNCILOR REPORT

Eighth District Report:

An Introduction to

the Territory

My main purpose in this

article is to acquaint you

with the Eighth District

and the counties of which it is

composed. I have found in

discussions at state meetings that

many people are not at all familiar

with our area. Although our

district may be smaller than others

in the number of physicians

represented, geographically

speaking it is a large area —
extending from Licking County on
the north, Guernsey County on the

east, Fairfield County on the west

and Washington County on the

south. With both rural and semi-

urban influence, the area is known
for its hills, hardwood forests,

lakes, national forests and trails

for both walking and motorized

vehicles. Several major academic

centers located in the district are

Ohio University — with the main
campus in Athens and branches in

Lancaster and Zanesville — and
Marietta College in Marietta. The
nine county medical society

presidents provided the following

information for their respective

counties.

Guernsey: With a population of

45,000 this county is served by 41

physicians and one hospital —
Guernsey Memorial with 180 beds.

The practices of orthopedics,

general surgery,

obstetrics/gynecology, pediatrics,

internal medicine, urology,

gastroenterology and EENT are

covered, but they need a

By John F. Kroner, Jr., MD

John F. Kroner, Jr., MD

cardiovascular/neurosurgeon, a

nephrologist and a psychiatrist.

Nearby Zanesville provides

coverage for hematology and
neurology. As an area that through

a local economic development

group is actively seeking more
industry and job sources, it can

offer prospective firms advantages

in being at the crossroads of two

major interstates (70 and 77) and

also having a small airport. For

residents and tourists, the county

offers Salt Fork State Park, Seneca

Lake, several glass museums, a

wildlife preserve in Cumberland
and an annual summer play, The
Living Word.
Licking: With most major
practices covered with the

exception of neurosurgery, this

county of 31,000 is served by 65

physicians and a 277-bed hospital,

Licking Memorial, which is

presently being remodeled and

expanded. Family practice doctors

are also needed as most in the area

are either not taking new patients

or are booked weeks in advance.

There are five managed health-care

programs in this county and the

county medical society also

sponsors a care program for

children. Points of interest in this

county are the Indian Mounds and

several new shopping areas,

including a large new mall.

Muskingum: With two large

hospitals in this county, 245-bed

Bethesda and 325-bed Good
Samaritan, all medical specialties

are covered for this county of

85,000. They have their own
dialysis unit and hope to soon add
another nephrologist to their 110

practicing physicians. As in most

counties in our area, Muskingum
County could use more job

sources. Area attractions include

the Y-Bridge, Zane Grey Museum,
Putnam Historical Area, Dillon

State Park, Blue Rock State Park,

and a new International Center for

the Preservation of Wildlife.

Zanesville also boosts a very active

concert society.
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Noble: Primarily a coal mining

region, this county needs job

sources. Although the county does

not have a hospital, there are

several within 25-30 miles for the

11.000 population. Served by five

(soon to be six) family practice

doctors, it is not felt that they are

in need of any more physicians.

All specialty cases are referred to

neighboring areas. Although there

is not an active county medical

society, the County Health

Department sponsors many health-

care and educational programs for

the residents. Seneca Lake State

Park is a popular recreational area.

Fairfield: A diverse area with a

strong economy, this county offers

both rural and metropolitan areas.

Although they have the practices

of family medicine, internal

medicine, gastroenterology,

hematology/oncology, pulmonary
cardiology, allergy, dermatology,

neurology, general surgery,

orthopedics, plastic surgery, EENT,
ophthalmology,

obstetrics/gynecology, vascular

medicine and physical medicine

covered, this area does need more
primary care physicians, a

neurosurgeon, a rheumatologist

and a cardiovascular surgeon.

Anesthesiologists are also being

actively recruited. This county has

85.000 residents, a 196-bed hospital

— Lancaster Fairfield Community
Hospital — and 100 active

physicians with approximately five

HMOs operating. There is a lot to

offer for all tastes. Lancaster is an

active community in the arts and
has a very active historical society.

There are several state parks, a

history area — Square 13 — and
the community takes pride in the

fact that it has “the best and last

county fair” of the state each year.

Lancaster also hosts each year a

nine-day music festival with this

year’s guest artist being Roberta

Flack.

Morgan: Bordered by the

Muskingum River, this county has

many recreational areas for

boaters, skiers and outdoor

enthusiasts. There are also several

parks and a number of historical

buildings in the area. The major

need for this small county of 5,000

residents is a facility for local

emergency care. There is no
hospital locally and residents must

travel to Zanesville, Marietta or

Athens. There are presently four

family practice physicians in the

county.

Washington: With a population of

66,000

and 43 physicians this

county has two hospitals —
209-bed Marietta Hospital and

76-bed Selby General Hospital.

Bordered by the Ohio River, this

area offers many recreational

activities and a moderate amount
of river industry. In addition to

being the home of Marietta

College, which offers cultural and

academic activities, music recitals

and a community actors group,

Marietta is one of the earliest

settlements and offers much in the

way of historical buildings,

museums, etc. The Middleton Doll

Company and the Fenton Glass

Factory are both located in this

county and offer guided tours. The
county medical society sponsors a

health fair for the residents and
there are three managed health-

care programs in this county. The
major medical areas that need

coverage are neurosurgery,

dermatology and rheumatology.

Athens: The home of Ohio
University, this county of 55,000

has 29 practicing MDs and 31 DOs
practicing in affiliation with the

OU College of Medicine. Its

residents are served by two

hospitals — 31-bed Doctor’s

Hospital in Nelsonville and
114-bed O’Bleness Memorial
Hospital in Athens. Most major
practice areas are covered including

family practice, neurology, general

surgery, urology, orthopedics,

obstetrics/gynecology,

ophthalmology, internal medicine,

oncology and pediatrics. The
major medical needs at this time

are physicians interested in private

practice, especially general family

practitioners, a dermatologist, an

obstetrician and a young general

surgeon. Although the local county

medical society does not sponsor

specific programs, the private

clinicians are very active in staffing

various state and county clinics,

such as the POD clinic and also

annually hold a county-wide sports

physical clinic for the area high

school athletes. In addition to the

cultural and academic events

offered by Ohio University, Athens

is also the center for Appalachian

arts, and it hosts the National

Jigsaw Puzzle Contest, the

National Quilt Show, and the A to

Z (Athens to Zanesville) Bicycle

Race, with famed bicyclist Greg

LeMond competing this past year.

In addition, there are several

museums and private arts centers.

Perry: With two physicians

fulfilling their government

commitment and leaving in the

summer of 1991 this county of

35,000

needs new family

practitioners and perhaps a general

internist. There are presently nine

physicians in practice. Although

there are no hospitals in the

county, there are several within

25-35 miles in neighboring

Newark, Logan, Lancaster and
Zanesville. The slow-paced, rural

life of this area with excellent

hospitals nearby and the cultural

advantages of Athens, Zanesville

and Columbus within easy driving

distance offers much to prospective

practicing physicians and residents.

Editor’s note: At the recent Ohio
State Medical Association in

Cleveland, the writer of this

article, Dr. John F. Kroner, was
elected its new Secretary/ Treasurer.

Dr. Thomas Hall of Newark, an

emergency room physician, was

elected the new Eighth District

Councilor.
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Broad Coverage
Cost Containment Features

Low Out of Pocket Expense
Choice of physicians and facilities

Choice of deductibles ($250 or $500)

First dollar accident benefit

Competitive lifetime benefit for mental/

nervous conditions

Outpatient surgery paid ot 100% for selected

procedures

Medicare coordinated benefits

$400 insured out of pocket plus deductible

($800 family out of pocket)

Historically stable and competitive rote structure

Average claim turnaround of two weeks

The OSAAA Major Medical Plan is underwritten by American

Physicians Life, the OSMA's life and health company APL is

committed to maintaining the finest coverage for OSMA's
membership at the lowest possible cost.

For further information,

coll APL ot:

1 -800 -742-1275

we're working for you

AMERICAN PHYSICIANS LIFE

DATES DRIVE, PO. DOX281, PICKERINGTON, OHIO 43147-9988



LOSS AWARENESS

Common Practice Errors

Identified as Factors in

Malpractice Lawsuits

W hile the factors that

may lead a patient to file

a malpractice lawsuit

against a physician can be complex
— and often removed from purely

medical concerns — there are a

number of practice patterns and
behaviors that frequently surface

in analyzing malpractice claims

files.

The following reminders focus

on some of these practice patterns

and offer basic recommendations

that physicians may wish to

consider.

1.

Failure in communication with

the patient regarding medical

care

Explaining the situation in

understandable language to

patients who may not be able to

absorb and understand that

information is a challenging task

— but it is central to minimizing

the chances of a lawsuit

developing.

2.

Lack of informed consent

While there is considerable

evidence that physicians are

providing adequate informed

consent, the need to document
these informed consent discussions

cannot be overemphasized.

Failure to sufficiently document
such actions can create difficulties

in defending physicians against

allegations of lack of informed

consent.

3. Inadequate records

While most attention has been

focused on the adequacy,

completeness and readability of

office records, the need for

thorough documentation cannot be

overemphasized. If a patient does

not do as well as expected under

the plan of treatment being

followed — and should the

physician choose to reevaluate the

differential diagnosis and treatment

plan at the appropriate time — it

is imperative that this be

documented.

It is also necessary to list the

various clinical factors being

considered. This can help in the

physician’s defense in the event a

malpractice claim is filed.

4. Lack of strong rapport with

patient and family

The need for good
communication with both patient

and family is vital. Malpractice

attorneys indicate that the level of

this rapport — or lack of it —
frequently becomes a key factor in

triggering the filing of a

malpractice lawsuit. This is even

more evident in the event of a bad
medical outcome.

5. Mishandling of adverse

outcomes

Many adverse outcomes are not

the result of error on the part of

the physician. Since there are, of

course, no guarantees of a perfect

outcome with any medical

treatment, how a physician

responds to an adverse outcome
may have a bearing upon whether

a lawsuit is filed. When such

outcomes occur, there should be a

prompt and complete disclosure to

patient and family; this should

include outlining the problem and

the proposed treatment. Efforts to

cover up — or even what would

appear to be an attempt to cover

up — such a situation could be

construed as a significant tactical

error by the physician.

6.

Errors in handling of clinical

problems

These cover a wide variety of

situations. Some of the more
common that surface in analyzing

claims files include:

• missing or ignoring symptoms or

physical findings;

• failure to order proper tests;

• inadequate differential diagnosis

or failure to change diagnosis

when indicated;

• incorrect or inadequate

treatment; or

• incorrect follow-up of important

clinical findings or situations.

Timeliness of response is the

physician’s best defense against

having a claim made against him
or her in a clinical situation.
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Loss Awareness

Claims files have shown instances

in which there was a long and
unexplainable delay in the

physician’s response to problems

that, from a clinical perspective,

were apparent.

While at times it may be

difficult to rethink a clinical

situation, failure to do so in cases

in which the patient is not doing

well clinically may be interpreted

as a basic error.

7. Management of cases beyond

the physician’s expertise

Failure to refer a patient at the

appropriate time and lack of

knowledge pertaining to a medical

problem present their own risks.

Equally troublesome is what is

labelled “poor clinical judgment”
— violation of commonly known
clinical factors. An example of this

is ordering procedures when the

patient may have shown an earlier

and significant allergic reaction to

such procedures.

8. Failure in systems

Both within the office — and

between medical specialists

—

failures in procedures and systems

can lead to potential claims of

medical malpractice. These often

involve inadequate communication
between physician and consultant;

problems of continuity of care

between doctors in the same
group; and failures in the handling

of clinical information in the

office.

Adequate tracing and follow-up

of all clinical information and
results of tests are vital. Many
patient injuries and malpractice

claims stem from situations in

which pertinent test results or

reports are not brought to the

attention of the physician.

Periodic reviews are

recommended for all in-office

procedures for handling laboratory

and X-ray reports.

9.

Difficulties in addressing the

concerns of the patient

While the physician may be

certain of the clinical basis of the

patient’s symptoms, this is not the

equivalent of reassuring the patient

about these concerns.

To deal with this, it may be best

for the physician to outline reasons

for the diagnosis; after tests to

confirm the conclusions, a follow-

up appointment should be

scheduled for additional evaluation

if the condition warrants.

While the responsibility for

timely reporting of test results

remains with the doctor, all

patients need to be reminded that

it is essential for them to call if

they do not hear results from the

doctor within a reasonable period

of time.

A periodic review and
assessment of practice patterns can

help physicians reduce the risk of

exposure to medical malpractice

claims. In the event that the

physician does become the focus

of litigation, solid and well-

documented procedures will greatly

assist in the physician’s defense.

OSMA

The Loss Awareness Bulletin is

provided each month through the

OSMA Task Force on Professional

Liability and its subcommittee on

Loss Awareness.

Medical Aids

• Practice: Educating

patients

Need to refer your patients to a

book, program or film on a hot

prevention topic like exercise,

nutrition, smoking, stress or

substance abuse? If you do, you

may want to consider subscribing

to the Ohio Department of

Health’s Health Promotion

Network, which maintains a

computerized database of over 400

references to health promotion and

disease prevention materials. For

more information, contact:

Ohio Health Promotion

Network
Division of Health Promotion

and Education

Ohio Department of Health

P.O. Box 118

Columbus, OH 43266-0118

614-466-4626

• Drugs: Medication

instruction

One of the prescribing

physician’s biggest problems is

patient compliance, so the United

States Pharmacopoeial Convention,

Inc. has dispensed a little remedy

of its own — Patient Medication

Instruction (PMI) leaflets,

available for 81 drug titles. The
PMI leaflets, developed for the

American Medical Association, are

designed to help physicians

improve patient compliance,

increase the effectiveness of drug

therapy and strengthen the

physician-patient relationship by

opening channels of

communication. For more
information contact:

USP Order Processing

Department #764

12601 Twinbrook Parkway

Rockville, MD 20852

1-800-227-8722, ext. 764
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protecting your professional reputation, an
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And when we go to battle, our winning
record is unsurpassed. The reasons are

simple.

First, no one knows more about defending
doctors than we do. We invented professional
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been defending doctors ever since.
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Third, commitment of this kind requires
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have to make individual case decisions

based on the bottom line. We have the

financial clout to do whatever it takes to

serve our doctors.

If you would like this kind of aggressive

defense in your corner, don’t wait. Call The
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in your area today.
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MEDICAL EPONYMS

Hypnosis

By Alvin Rodin, MD
and Jack Key

Poe’s “The Facts in the Case of

M. Valdemar.” 8 The former is part

of the folklore that believes

vampires put their victims to sleep

by means of hypnotic ability.
9 In

the latter,
8 M. Valdemar is kept on

the brink of death from

tuberculosis for seven months by

being hypnotized.

The works of Conan Doyle

include several stories based on
this theme. In “The Parasite” 10 an

evil, rejected woman uses her

hypnotic powers to maintain

continual control over a reluctant

male. More humorous is his “The
Great Keinplatz Experiment” 11

in

which the professor inadvertently

exchanges bodies with a student by

means of hypnosis. Another
literary eponym related to hypnosis

is Svengali, a term used for a

person of great and forceful

powers.12 He is described in du

Maurier’s “Trilby” as a sinister

character, but a superb pianist. 13

Svengali transforms Trilby

O’Ferrall, a tone-deaf artist’s

model, “who couldn’t sing one

single note in tune,” into a

magnificent and renowned singer

by means of his mesmeric ability.

She loses her priceless voice when
Svengali’s hypnotic control

disappears on his death from heart

failure.

The name of the god of sleep is

also taken for the occurrence of

nocturnal lumbosacral back pain

in patients with diminished right

heart compliance.14 This is the

Bane of Hypnos, also called

“Vespers curse,” night pain which

arouses from sleep patients who
have increased pressure in the right

atrium. It is likely due to the

pressure of venous distention on a

presensitized nerve root lying

within a rigid bony passage. OSMA
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H ypnosis is an artificially

induced trance state in

which the subject places

his ego structure in the control of

the hypnotist. 1 The procedure is

used medically in various

situations, e.g., in behavior

modification (smoking),

anesthesia, psychotherapy and
labor. In Greek mythology,

Hypnos (Sleep, Somnus), and
Thanatos (Death) were the sons of

Nox (Night) and lived in a cave in

constant darkness. 2 Their cave had

two gates; one of ivory through

which false dreams and flattering

visions issued, and the other of

horn through which true dreams

passed to mortals. Hypnos’
function was to bring fair dreams

to mortals.

Origination of the term

hypnotism is usually credited to

James Braid, a Scottish physician,

in 1843. However, it was first

proposed by the French scientist,

de Cuvillers in 1821.
3 As defined

in 1901 by William Osier,
4

it is “a
subjective physical condition . . .

resembling somnambulism, in

which, as Shakespeare says, in the

description of Lady Macbeth, the

person receives at once the benefits

of sleep and does the effects of

acts of watching or waking.” 5

Hypnosis is a fairly common
theme in literature with the

hypnotist sometimes being credited

with supernormal powers, often

used for evil purposes. 6 The
subject is also used to deal with

the philosophical problem of mind
versus body. Prime examples are

Stoker’s “Dracula” of 1897,
7 and
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OBITUARIES

WILLIAM L. DENNY, MD,
Cambridge; Ohio State University

College of Medicine, 1927; age 89;

died March 20, 1990; member
OSMA and AMA.

FREDERICK J. DOYLE, MD,
South Vienna; Creighton

University School of Medicine,

Omaha, NE, 1934; age 82; died

March 20, 1990; member OSMA
and AMA.

HARRY T. GLASER, MD,
Zanesville; Rush Medical College,

Chicago, IL, 1928; age 86; died

April 22, 1990; member OSMA
and AMA.

FRANK JELERCIC, MD,
Cleveland; Facolta di Medicina e

Chirurgia dell ‘Universita di

Padova, Padova, Italy, 1950; age

69; died March 28, 1990; member
OSMA.

FRANCIS KANDRAC, MD,
Warren; St. Louis University

School of Medicine, St. Louis,

MO, 1936; age 80; died April 29,

1990; member OSMA and AMA.

ADELBERT J. KUEHN, MD,
Toledo; Ohio State University

College of Medicine, 1928; age 90;

died April 12, 1990; member
OSMA and AMA.

JEROME H. MEYER, MD,
Dayton; Ohio State University

College of Medicine, 1940; age 79;

died May 2, 1990; member OSMA
and AMA.

FRANK G. OLAH, MD, Longboat

Key, FL; Orvosi Falultas Pecsi

Tudomanyegyetem, Pecs, Hungary,

1944; age 73; died April 10, 1990;

member OSMA and AMA.

MARJORIE M. PORTER, MD,
St. Augustine, FL; University of

Cincinnati College of Medicine,

1947; age 67; died April 13, 1990;

member OSMA.

HERBERT P. RAMSAYER, MD,
Alliance; Case Western Reserve

University School of Medicine,

1934; age 81; died April 7, 1990;

member OSMA and AMA.

CLARE S. RITTERSHOFER,
MD, Cincinnati; University of

Michigan Medical School, Ann
Arbor, MI, 1928; age 87; died

April 14, 1990; member OSMA
and AMA.

JOHN ANDREW ROGERS, MD,

Auxiliary Page

building new foundations. Barbara

and Bill Marshall were in a unique

position this past year to bring

about the most productive and
positive qualities of both, and they

did just that.

The qualities and attributes of

physicians and auxilians are many
and varied, and the possibilities

for positive change and growth are

limitless. The Ohio State Medical

Association and the Ohio State

Medical Association Auxiliary are

well-organized channels through

which these qualities and attributes

can be directed to assure successful

projects and actions, and bring

about greater and farther-reaching

results.

We must continue to make the

most productive use of the best

resources and skills from both

organizations working together,

and expand our horizons by

joining in coalition with other

groups that have the same goals

and aspirations.

United we stand — divided we
fall! This paraphrase of Abraham
Lincoln’s prophetic statement tells

the story. Join the team! Let’s

make progress together! OSMA

Jekyll Island, GA; University of

Rochester School of Medicine,

Rochester, NY, 1935; age 80; died

April 20, 1990; member OSMA
and AMA.

ELDEN M. ROWLAND, MD,
Dover; Vanderbilt University

School of Medicine, Nashville, TN,
1940; age 75; died March 27, 1990;

member OSMA and AMA.

WILLIAM J. STIRES, MD,
Jerusalem; Ohio State University

College of Medicine, 1945; age 67;

died April 28, 1990; member
OSMA and AMA.

ALBERT L. TSAI, MD, Ravenna;

Tulane University School of

Medicine, New Orleans, LA, 1946;

age 68; died May 1, 1990; member
OSMA and AMA.
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MEDICAL STUDENT WRITING CONTEST WINNER

Composition and Function of Pulmonary

Surfactant and Its Implication

in Respiratory Distress Syndrome
of the Neonate

By Daniel C. Morris, University of Cincinnati

Respiratory Distress Syndrome (RDS) is a common
lung disease of the neonate causing approximately

3,500 deaths in the United States each year.
1 The

incidence of RDS is inversely proportional to gestational

age with immaturity of the lungs the most important fac-

tor in the etiology of the disease. Those infants born at

less than 28 weeks gestation have a 60%-80% chance of

developing RDS while those infants born after 37 weeks

of gestation have less than a 5% chance of developing

RDS. 2 Infants of diabetic mothers have a sixfold increased

risk of developing RDS while male infants are affected

twice as often as females. 2 The fundamental defect of the

immature lung which leads to RDS is lack of a surface

active compound called pulmonary surfactant (PS). PS
is a complex mixture of phospholipids, neutral lipids and
proteins produced by a specific lung cell called the type

II pneumocyte. 2 PS is responsible for maintaining the

structural integrity of the alveoli during respiration by re-

ducing surface tension within the alveoli so that less pres-

sure is required to hold the alveoli open. Lack of PS causes

the alveoli to collapse, causing the infant to work harder

with each successive breath. Reduced lung compliance and
eventual atelectasis causes hypoxemia and hypercapnia

leading to acidosis, pulmonary vasoconstriction and hypo-

perfusion. Capillary endothelial damage ensues and
plasma leaks into the alveoli forming fibrin or hyaline

membranes. 2 These hyaline membranes constitute a bar-

Daniel C. Morris is a medical student at the University

of Cincinnati.

rier to gas exchange producing a vicious cycle of hy-

poxemia and lung damage. RDS was commonly referred

as hyaline membrane disease (HMD) when the disease was

first discovered.

Infants with RDS present with multiple signs of res-

piratory distress soon after birth. Cyanosis, tachypnea,

retractions, nasal flaring and grunting are all characteristic

signs of respiratory distress. Traditional treatment of RDS
is assisted ventilation combined with supportive care,

nutrition and prevention of infection. Complications of

infants with RDS include patent ductus arteriosus, intra-

cranial hemorrhage and necrotizing enterocolitis.
2 Bron-

chopulmonary dysplasia, a chronic emphysemic lung dis-

ease of infants treated with artificial ventilation, remains

a leading complicating cause of death of infants with

RDS. It is hoped that research and development of a syn-

thetic surfactant directly given to infants with RDS will

significantly reduce complications and improve the clinical

outcome of RDS.

Pulmonary Dynamics

Pulmonary dynamics of the lung is composed of an

active inspiratory phase and a passive expiratory phase.

Inspiration is primarily accomplished by the diaphragm,

which upon contraction produces a negative pressure in

the pleural cavity thereby inflating the lung. On the other

hand, expiration is achieved by recoiling forces of elastic

tissue and surface tension, which is generated by a thin

liquid film, the alveolar hypophase, lining the alveoli. Sur-

face tension develops because cohesive forces between the

adjacent liquid molecules are greater than the forces

between the molecules of liquid and gas outside the sur-

face.
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The importance of PS comes into play during expira-

tion. Mechanical balance is obtained when the transpul-

monary pressure, the pressure difference between the

inside (alveoli lumen) and outside (pleural cavity) of the

lung, counteracts the pressure generated from tissue elastic

forces and surface tension. 3 During expiration of the

alveolar radius, as well as the transpulmonary pressure,

decrease. Decreases in the alveolar radius increases the

pressure generated by surface tension and tissue elasticity

as demonstrated by the Young-Lapace relationship,

P = 2
* /r, where P is pressure, is the surface tension

of the alveolar air-liquid interface and r is the alveolar

radius.
3 Consequently, if alveolar surface tension does not

decrease as the alveolar radius is reduced, then the pressure

from surface tension will exceed the transpulmonary pres-

sure and the alveolus will collapse. PS reduces the inter-

facial surface tension as it becomes compressed and con-

centrated during expiration. PS-containing lungs retain

volume at end expiration, commonly known as the func-

tional reserve capacity (FRC), while PS-deficient lungs

have large tidal volumes and empty at end expiration. 4

In addition, PS improves alveoli inflation uniformity and

decreases the driving force of pulmonary edema. 5 Uni-

formity of alveoli inflation is achieved by varying alveolar

surface tension as alveolar size and volume changes. If

varying size alveoli had equal surface tension, smaller

alveoli would collapse during expiration. Alternatively,

small alveoli would be difficult to recruit while larger

alveoli would overinflate. PS overrides these problems by

varying alveolar surface tension with area so that different

sized but communicating alveoli have a general mecha-

nism to exist in a stable system. Finally, PS is important

in reducing the forces of pulmonary edema. By lowering

alveolar surface tension, PS reduces the pressure drop

between the alveolar lumen and the alveolar hypophase;

in other words, pressure drop is directly proportional to

the surface tension of the air-hypophase interface. Pres-

sure in the alveolar hypophase will be more closer to

atmospheric pressure so that a less subatmospheric inter-

stital pressure in the alveolar septa exists which leads to

a reduced hydrostatic component of the driving force for

fluid to move from the pulmonary capillaries to the lung

intersititum.

Composition of Pulmonary Surfactant

PS is produced by type II pneumocytes lining the

alveoli wall. The composition of PS by weight is 85%
phospholipid, 10% protein and 5% neutral lipids.

6 Un-
saturated phosphatidylcholine (PC) comprises approxi-

mately 20% of PS while the saturated species, dipalmitoyl

phosphatidlycholine (DPPC) comprises 45%. The remain-

ing 20% is composed of phosphatidylglycerol, phosphati-

dylinositol, phosphatidlyserine, sphingomyelin and phos-

phatidylethanolamine. Within the type II pneumocyte the

three major components, phospholipids, proteins and
neutral lipids, are assembled in specialized vesicles called

lamellar bodies which are secreted into the airway under

regulation from specific hormonal and physiological

signals. Secreted lipid layers of the lamellar bodies unravel

to form tubular myelin, producing a lattice of phospho-
lipid and protein which adsorbs and spreads forming a

monolayer at the alveolar hypophase-air interface.

The saturated PC, DPPC, is responsible for the sur-

face tension reducing ability in the dynamically com-
pressed monolayer during expiration. Alternatively, the

physical properties of DPPC prohibits the molecule from
respreading and adsorbing after dynamic compression. 5

In order for DPPC to reduce surface tension, as well as

respread and absorb with each successive breathing cycle,

apoprotein components of PS are necessary.

Three distinct proteins are associated with pulmonary
surfactant: SP-A (Mr = 26,000-35,000) and two hydro-

phobic proteins, SP-B (Mr = 7,000-8,000) and SP-C
(Mr = 5,000). The human SP-A RNA predicts a polypep-

tide of 23,000 daltons with distinct functional domains. 7

The amino-terminal domain contains an extensive col-

lagen-like peptide with Gly-X-Y-Gly repeats and hydro-

xylated proline residues. Cysteine residues near the amino
terminus of the protein form intermolecular, sulfhydryl

bonds forming oligomeric forms of the protein. The
carboxy-terminal region of SP-A has significant homology

to mammalian lectins, which may interact with cell sur-

faces. A potential amphipathic helical domain is located

C-terminal to the collagenous segment. Lastly, a hydro-

phobic region is located C-terminal next to the amphi-

pathic helical domain which may associate with surfactant

phospholipids. SP-A is an extensively posttranslational

modified acidic glycoprotein with glycosylation, acetyla-

tion and hydroxylation occurring at the rough endoplastic

reticulum. Carbohydrate moities are sialylated and modi-

fied by mannosidase activity in the Golgi. 7

The exact role of SP-A is still under investigation yet

significant observations have been noted. When added to

synthetic phospholipids, SP-A weakly confers surface ten-

sion reducing ability.
8 In vitro, SP-A inhibits PS phospho-

lipid secretion and enhances phospholipid uptake by type

II cells suggesting SP-A may play a role in homestatic con-

trol of surfactant.
8 SP-A also enhances calcium dependent

lipid organization and is likely to play a role in the forma-

tion of tubular myelin, the organized form of PS. 8

The human SP-A gene is approximately 4.5 kilobases

consisting of five exons and four introns and is located

on human chromosome 10.
8 A possible consensus receptor

binding sequence for glucocorticoid hormone is located

near the site of transcription. Glucocorticoid has been

observed to both stimulate and inhibit SP-A RNA expres-
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sion. 8 Expression of SP-A increases with advance gesta-

tion similar to the increase of the lecithin (phosphatidyl-

choline) — sphingomylein (L/S) ratio.
8 In vitro, SP-A

RNA expression is markedly influenced by epidermal

growth factor, cAMP and agents that stimulate cAMP. 8

Insulin and transforming growth factor-B (TGF-B) were

shown to inhibit SP-A RNA and protein synthesis. 9

The two hydrophobic proteins SP-B and SP-C were iso-

lated from organic solvent extracts of mammalian sur-

factant. Unlike SP-A, these two proteins confer strong sur-

face tension-reducing properties in synthetic phospholipid

mixtures. Both genes have been isolated, and extensive

proteolytic processing is observed. The human SP-B gene

is approximately 10 kilobases with 10 introns, 11 exons

and is located on human chromosome two. 9 ' 10 The
human SP-B precursor is 40,000 daltons with a classical

secretory leader sequence. The precursor protein contains

consensus sites for N-linked glycosylation which has been

determined in vitro.
8 After the leader sequence is cleaved,

the prepro SP-B is processed by cleavage of a Gln-Phe
bond at the N-terminal and cleavage at an unidentified

carboxy-terminus site.
8 The sites and mechanism of the

processing are presently being determined. Interestingly,

the precursor SP-B is a glycoprotein while the active air-

way peptide is unglycosylated. The active peptide of 79

amino acids (Mr = 7,000-8,000) is hydrophobic with two

amphipathic regions and a potential transmembrane
sequence which potentially confers surface tension-reduc-

ing ability.
8 Similar to SP-A, SP-B RNA and protein syn-

thesis increases with advancing gestation. Moreover, in

vitro experiments in explant culture of human fetal lung

was enhanced by addition of glucocorticoid.”

The SP-C gene is approximately three kilobases which

contain six exons, five introns and is located on chromo-
some eight.12 The precursor protein is 22,000 daltons and
contains no glycosylation sites or leader sequence. The
active airway peptide is 4,000 to 5,000 daltons and is pro-

duced by proteolytic processing at both C-terminal and
N-terminal ends. The active airway peptide is located in

the second exon and encodes a peptide of 44 amino acids.12

Like SP-B, SP-C mRNA increases with advancing gesta-

tion and is induced by glucocorticoids in human explant

cultures.
11 The precise molecular mechanism by SP-B and

SP-C reduce surface tension remains to be clarified.

Exogenous Surfactant Therapy

After it was discovered that RDS was caused by a defi-

ciency of PS, investigators began development of an
exogenous surfactant that could directly be given to RDS
infants. Current research efforts have focused on three

types of exogenous surfactant mixtures: 1) natural,

2) organic extracts and 3) semisynthetic.13 Natural sur-

factant is isolated from human amniotic fluid and is clin-

ically effective in improving gas exchange and decreasing

the need for ventilatory support. Unfortunately, harvest-

ing enough amniotic fluid for widespread use is imprac-

tical. Organic extraction of cow lung lavages or minced
cow lungs produces a phospholipid mixture with l%-2

%

SP-B and SP-C. This mixture, called Surfactant TA, has

biophysical activity and can be produced on a widescale

manner. Fujiwara from Japan developed the extraction

procedure using minced cow lungs and has sold the patent

rights.
14 As with any animal tissue-based drug, immuno-

logical reactions are a concern yet initial studies show the

mixture is tolerated.
15 Although Surfactant TA has bio-

physical activity and is clinically effective, no SP-A or

tubular myelin is found.16 At present it is unclear whether

Surfactant TA works directly to reduce surface tension

or by some other mechanism alters or accentuates endo-

genous surfactant. Finally, semisynthetic surfactant will

probably be the future of exogenous surfactant replace-

ment therapy. The proteins necessary for surfactant bio-

physical activity have been identified and their human
genes cloned so that large-scale production by biotechnol-

ogy is possible.
13 The protein can be easily combined with

phospholipids to make a natural surfactant without con-

cern for immunological reactions.

An unexplored problem is the metabolism and catabo-

lism of PS. Knowledge of the life cycle of exogenous sur-

factant given to the infant is important for timing and

dosage. It is known that overall catabolism is different

in developing than adult animals; experiments in rabbits

show that adult animals rapidly catabolize phosphatidyl-

choline while young animals catabolize much slower.
17

Research is presently ongoing in this area.

Summary

PS is an essential component for proper pulmonary
mechanics. Its action reduces surface tension enabling the

lung to increase compliance and ultimately gas exchange.

PS is composed of 85% phospholipid, 10% protein and

5% neutral lipids, which assemble in a complex fashion

enabling itself to reduce surface tension in a dynamically

breathing lung. Preterm infants born with immature, sur-

factant-deficient lungs are stricken with RDS, a disease

that can lead to complications that impair normal child

development and in some cases lead to death. The combi-

nation of neonatalogy and basic science have led to the

discovery of PS and its treatment of RDS. In the future,

synthetic surfactant will be used in neonatal nurseries

around the world in reducing mortality and morbidity of

premature infants.
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We can help you keep
your patients at home

If you’ve had some disappointing experiences with

undependable home care pharmacy services . . .

It’s time to call Kettering HomeCare Products.

At KHCP, we’re flexible — we’ll design a home care

regimen specific to the individual needs of your patients.

From training programs to patient evaluation and everything

in between.

And we specialize in high-tech homecare therapies, like:

• IV antibiotics • Pain management
• IV chemotherapy • Human growth hormone
• Total parenteral nutrition • Total enteral nutrition

• and more
And our services include coordination of home nursing

care, dependable delivery, home inventory control, financial

management, and a 24-hour patient hotline for questions.

Call today to find out more about how we can benefit you

and your high-tech home care patients.

KETTERING
HOMEC AfcE

KETTERING HOMECARE PRODUCTS
2150 Leiter Road, Miamisburg, Ohio 45342-3698
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VERA CENTURY AGO,
a thousand visionary physicians across the

nation bestowed a commemorative stone

carving to the Washington Monument. This patriotic

display symbolized their unrelenting devotion to a
new republic founded on

freedoms — including the

freedom to practice medicine

for the best possible health of

all its people. Today your help

is needed to restore this symbol

ofour profession.

Because the commemo-

rative stone has suffered from

severe erosion and deface-

ment, the American Medical Association is launching a campaign to raise money from

physicians to restore this symbol of medicine for the National Park Service. Every

contribution made to this effort will serve as a statement of each physician’s personal

affirmation and commitment to health and medicine in America.

Please take part in rededicating the commemorative stone as a shining example of

the strength of medicine in a free and strong society.

Contributors who donate $100 or more will receive a

memorial replica of the carving as a token of appreciation.

Send your tax deductible contribution for this time-

less symbol today. Thank you.

Yes, I want to affirm my commitment

to health and medicine in America.

Please accept my contribution for:

Other

$100

$50

$25

Please make checks payable to:

AMA Stone/National Park Service.

Mail your payment with this form to:

AMA Stone/National Park Service

PO Box 109016

Chicago, Illinois 60610-9016

Name

Address

City/State/Zip

All donations are tax deductible. All contributions will be publicly recognized in an

unveiling ceremony for the new stone when it is fully restored

Thank you for your contribution.
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CLASSIFIED ADVERTISING

Employment

Opportunities

BEAVER, PENNSYLVANIA — Seeking

director, assistant director, full-time and
part-time emergency physicians for 475-

bed Level II facility. Double and triple

coverage provided during peak periods.

Outstanding compensation and paid mal-

practice insurance. Benefits available to

full-time staff. Board eligibility or certifi-

cation in emergency medicine or primary

care specialty, and ACLS required. Con-
tact: Karen Remai, Emergency Consul-

tants, Inc., 2240 South Airport Road,

Room 26, Traverse City, MI 49684; 1-800-

253-1795 or in Michigan 1-800-632-3496.

CARDIOLOGY/INTERNAL MEDI-
CINE — Position available 7/1/90, Clini-

cal Associate House MD, for active tele-

metry/cath/CCU stepdown unit. Involve-

ment in all phases of busy cardiology divi-

sion at 450-bed Case Western Reserve

teaching hospital. Excellent compensa-

tion/benefits. Training requirement, three

years internal medicine. Contact Tom A.

Lassar, MD, The Mt. Sinai Medical Cen-

ter, One Mt. Sinai Drive, Cleveland, OH
44106, (216) 421-3623.

CINCINNATI AREA — Full/part-time

FP/internist for urgent care center and
two industrial clinics. Occupational medi-

cine experience preferred, not required.

Compensation/benefits negotiable. Con-
tact: OEMC, 621 Mehring Way, Box 502,

Cincinnati, OH 45202, (513) 651-9656.

CINCINNATI PSYCHIATRIST —
Needed for established growing private

practice, to share workload and alternate

weekends, vacations. A great deal of in-

patient work. Salary and/or percentage or

incentive basis first two years, then part-

nership. Will introduce. Reply to Box 226

c/o OHIO Medicine, 1500 Lake Shore

Drive, Columbus, OH 43204-3824.

COLUMBUS, OHIO — Physician needed

to staff urgent care facilities. Competitive

salary, full benefits. Respond with CV to

Paul Zeeb, M.D., Medical Director, Pri-

mary Medical Associates, Inc., 4900 Get-

tysburg Road, Columbus, OH 43220.

FAMILY PRACTICE OPPORTUNITY
— Excellent opportunity to join a growing

multi-doctor group of Board-certified,

residency-trained family physicians. Excel-

lent location within 40 miles of Colum-
bus, Ohio. Area has high growth and sta-

bility potential in the 1990s. For more in-

formation, call or write Dr. Patrick Scar-

pitti, MD, 14 Westgate Dr., NE, Newark,

OH 43055, phone (614) 522-8321.

FAMILY PRACTITIONER — Oppor
tunity expanding northeast Ohio multi-

specialty group has an opportunity for a

family practitioner. The Ashtabula Clinic

offers good compensation and earning

potential within the professional and fi-

nancial support of a multispeciality

group. The Ashtabula area, located on the

shores of Lake Erie, combines the advan-

tage of a small town, with easy access to

the major metropolitan centers of Cleve-

land and Erie, PA. For additional infor-

mation call or write: Ashtabula Clinic,

Inc., 430 West 25th Street, Ashtabula, OH
44004. Attn: Jim Graeca, Administrator

(216) 992-4422.

INTERNAL MEDICINE — Practice for

sale. Physician retiring after 38 years

wishes to sell successful practice. Excellent

opportunity for Board-eligible or Board-

certified physician in internal medicine/

cardiology. Located in S.W. Ohio. Practice

is associated with four area hospitals and

has an excellent referral system. Interested

parties may contact Mr. Gary Geiss, 3052

Queen City Ave., Cincinnati, OH 45238.

INTERNAL MEDICINE BC/BE —
30 minutes from major metropolitan

area, in N.E. central Ohio, progressive

medical staff and growing community
(referral area 100,000 pop.), competi-

tive financial packages, independent or

group practice arrangements. Contact

Molly Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.

MICHIGAN-ANN ARBOR SUBURB —
Primary care specialists needed. Group-

managed practice. Call 1 in 3. First-year

income guarantee, benefits and paid mal-

practice. Call: Wanda Parker, Sr. Asso-

ciate, E.G. Todd Associates, 535 Fifth

Avenue, Suite 1100, New York, NY 10017.

Toll Free (800) 221-4762. Collect (212) 599-

6200.

OB/GYN, NEW YORK — 32-member
multispecialty group adding third member
to its department of obstetrics and

gynecology. First year, six-figure salary,

four weeks vacation, other benefits. Call:

Wanda M. Parker, Sr. Associate, E.G.

Todd Associates, Inc., 535 Fifth Avenue,

Suite 1100, New York, NY 10017. Toll free:

(800) 221-4762, collect: (212) 599-6200.

OB/GYN PHYSICIAN BC/BE —
N.E. central Ohio, 30 minutes from

major metropolitan area, progressive

medical staff and growing community
(referral area 100,000 pop.), competi-

tive financial packages, independent or

group practice arrangements. Contact

Molly Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.

OCCUPATIONAL HEALTH PHYSI-
CIANS — Very active hospital-based oc-

cupational health clinic in central Ohio

has immediate openings for one full-time

and one part-time physician. Prefer indi-

viduals with family practice, internal

medicine training, or physical medicine

training. Excellent salary and benefits.

Contact Danny L. Boggs at 1-800-686-

4677, ext. 288 for further details.

OCCUPATIONAL MEDICINE PHYSI-
CIANS — Searching for occupational

physicians to operate occupational centers

in Cincinnati. Individual practices serve

about 300/400 companies. Practices in-

volve full spectrum of occupational health

issues. Centers’ hours are 8 a.m. to 5 p.m.

Excellent salary and benefit package.

Please forward resume to Bethesda

Healthcare, Towers of Kenwood, 8044

Montgomery Road, Suite 525, Cincinnati,

OH 45236, or call Peggy Gomien (513)

891-1622.
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OHIO — Emergency physician, $50-65

per hour. ACLS certification required.

ATLS preferred. Primary care experience

a plus. Excellent medical staff backup for

major medical/surgical emergencies.

Moderate volume ER. Double coverage

during peak periods. Benefits include four

weeks vacation, incentive bonus during

the first year, paid malpractice and an in-

centive plan. Contact: Emergency Consul-

tants, Inc., 2240 S. Airport Road, Room
26, Traverse City, MI 49684; 1-800-253-

1795 or in Michigan 1-800-632-3496.

OHIO: FAMILY PHYSICIAN —
BE/BC, residency-trained. Eastern sub-

urbs of Cleveland. Join two other Board-

certified, residency-trained family physi-

cians in a 1 Zi -year-old growing practice.

High-quality ambulatory and inpatient

care. No OB. Faculty appointment avail-

able. Excellent compensation and fringes.

Contact: Frank M. Klaus, Director of

Physicians’ Services, University Mednet,

18599 Lakeshore Blvd., Cleveland, OH
44119. In Ohio: 1-800-228-0834 or (216)

383-7823.

OHIO, NORTHEAST/CLEVELAND —
Emergency department physicians needed

for 20,000 to 40,000 patient volume hos-

pital emergency departments in greater

Cleveland area. Physician must be Board-

certified in emergency medicine, resi-

dency-trained in emergency medicine or

be Board-prepared in emergency medi-

cine. Salary and benefits package worth

$150K. Full partnership eligibility in two

years. Interested individuals, please sub-

mit CV to: P.O. Box 770551, Lakewood,

OH 44107.

OHIO, SOUTHWEST/FAIRBORN (10

MINUTES NORTH OF DAYTON) —
Full- and part-time positions available in

acute care clinic with 65% pediatric mix.

Guaranteed hourly rate plus potential for

monthly overage. Low-cost occurrence

malpractice insurance. Allowance for

CME and professional dues. Scheduled

hours are noon-10 pm, 7 days a week.

Approximately 30-40 patients are sched-

uled per day. Contact: Ben Hatten, Spec-

trum Emergency Care, Inc., PO Box
63141, St. Louis, MO, 1-800-325-3982, ext.

3004.

PEDIATRICIAN — BC/BE in growing

July 1990

practice. Salary leading to partnership.

Part-time a possibility. Located in growing

community near Columbus. Reply to

Nick Alain, MD, 498 London Avenue,

Marysville, OH 43040, 1-800-686-4677.

PEDIATRICIAN BC/BE — Progres

sive medical staff and growing com-
munity (referral area 100,000 pop.),

N.E. central Ohio, competitive finan-

cial packages, independent or group

practice arrangements. Contact Molly

Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.

SOUTH OF CLEVELAND — Seeking

director for emergency department of 64-

bed hospital. Competitive salary, malprac-

tice and benefit package. Contact: Emer-
gency Consultants, Inc., 2240 S. Airport

Road, Room 26, Traverse City, MI 49684;

1-800-253-1795 or in Michigan 1-800-632-

3496.

WANTED — Full-time MD/DO to even-

tually own this thriving, well-established,

financially successful general (and inte-

grated preventive) medical practice. Con-
tact: William C. Schmelzer, MD, 3520

Snouffer Road, Columbus, OH 43235

(614) 761-0555.

WANTED — Physician to practice medi-

cal/legal medicine with established prac-

titioner (workers’ compensation and per-

sonal injury exclusively). Physician with

minimum of 15 years practice experience

preferred. Cleveland area. Reply to Box

225, c/o OHIO Medicine, 1500 Lake

Shore Dr., Columbus, OH 43204-3824.

Equipment for Sale

PEDIATRIC EQUIPMENT AVAIL-
ABLE — NCR minitower (80 meg drive)

with Wallaby software, word processing

and appointment software, three CRTs
(Televideo), two printers, QBC II, Reflo-

tron, GS1 28 Tympanometer/Belltone

Audiometer, Doppler BP, Autoclave, In-

There's more to Life

than "Good Health"

!

• Experience the exhilaration and fun

of sailing and share it with your

family and friends!

• Enjoy the pride and prestige of own-

ing a fine sailing yacht!

• Enjoy cruising the Great Lakes, the

Caribbean or the waters and islands

of the East Coast and Florida!

• Offset the cost of ownership with

charter income, associate income

and tax advantages!

Charter Purchase Plans . .

.

Vermilion Sailing Yachts offers the most

sensible charter purchase plan.

• Valuable tax advantages

• Charter income

• Associate income

• Expert yacht management

• National advertising

• Unlimited use by owner

• A program tailored to each owner

• Most economical way to own a

sailing yacht

• High quality sailing yacht

• One of the nation's largest and most

successful programs

KMlLIOlNf

Saili/uj yachts
Dealer for Ericscn Yachts, Olson

Sailboats and Tartan Marine.

3409 E. Liberty Ave.

Vermilion, Ohio 44089

(216) 967-2055

NAME,

ADDRESS

CITY

STATE

PHONE ( )_

.ZIP,

#1002
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Classified Advertising

cubator, and six pair Welch Allyn Halo-

gen Otoscopes/Ophthalmoscopes, five

baby scales, two adult scales. Contact

Keith R. Kulow, MD, 1634 W. Church
Street, Newark, OH 43055, (614) 344-

2600.

REFURBISHED EQUIPMENT FOR
SALE — Fully checked-out OHO anesth.

machines; ECG; surgical lights; H.P.

monitors; defibrillators; new scrub sinks;

surgical lights; Picker mobile X-ray -200

MA-100KV solid state: Picker echoview

system 80C; B & L microscope; Ames
cryostate II; Lipshaw cryotome cryostat.

Please call or write: Dr. Byron W. Ber-

nard, 1555 Dixie Highway, Covington, KY
41011, (606) 581-5205.

Miscellaneous

MEDICAL OFFICE BUILDING FOR
SALE OR LEASE — Newark, Ohio.

Ideal for primary care with six exam
rooms (2,400 sq. ft.). Recently redeco-

rated, good storage and parking. Contact

Keith R. Kulow, MD, 1634 W. Church
Street, Newark, OH 43055, (614) 344-

2600.

OFFICE BUILDING — With rental apt.,

lab/X-ray. Medical or surgical turn-key

operation. Prime location, two blocks to

hospital. Off-street parking. Retired

1/31/90 internal medicine, 1030 North

Fountain, Springfield, OH (513) 399-4867.

ONE-STOP MEDICAL ELECTRONIC
SYSTEMS FOR OHIO — PC Based

Holter Scanning System-Superimposition,

full disclosure, laser printer, can be retro-

fitted to existing PCs; Practice Manage-
ment System — Patient database, A/R,
A/P, scheduling, practice analysis, elec-

tronic claims, word processing; Nuclear

Imaging Computer — Handles static,

dynamic, gated and list mode. We are true

computer professionals. Call ISBS (614)

221-9669 or (419) 756-1809 for a no-obliga-

tion demonstration.

Practice for Sale

ESTABLISHED PEDIATRICS AND
LIMITED GENERAL PRACTICE — In

northeast Ohio. Send Reply to Box 223,

c/o OHIO Medicine, 1500 Lake Shore Dr.,

Columbus, OH 43204-3824.

FAMILY PRACTICE AVAILABLE —
Cincinnati, established 25 years. Call Wm.
Church (513) 661-1888.

Seminars

8TH ANNUAL MEDICAL SEMINAR
— At Plummer’s Great Slave Lake Lodge,

Northwest Territories, Canada. Saturday

July 21-Saturday July 28, 1990. Approved

21 Vi CME credits. Sponsored by North

Memorial Medical Centre and University

of Minnesota Department of Family Prac-

tice. Contact: 1-800-665-0240.

Classified Advertising Rates

$1.50 per word for regular ads

with bold title, $1.75 per word for

ads appearing in a box. Payment
for the ad must accompany
advertising request. Ads must be

typed. Closing date for classified

ads is first day of month preceding

publication.

The OSMA Journal reserves the

right to refuse or delete classified

ads without explanation and to refer

advertisements of a

commercial nature to the display

advertising department, at the

publisher’s discretion.

Send classified ads to:

OHIO Medicine

1500 Lake Shore Drive

Columbus, Ohio 43204-3824

Attention: Classified Ad Manager
Telephone orders for classified

ads are not accepted.

JOURNAL
ADVERTISERS

Air Force 546

American Physicians Life . . . 540

Charleston Area Medical

Center 504

Eli Lilly 2nd cover

ICN Pharmaceuticals 508

Immke Circle Leasing 488

Kettering Homecare
Products 550

Medical Protective

Company 543

Meducation Video 495

Physicians Insurance

Company of Ohio 491

Roche Laboratories

3rd & 4th cover

Turner & Shepard 546

Vermilion Sailing Yachts . . . .553

Display Advertising

Those who wish to place an

advertisement %-page in size or

larger should contact the

appropriate advertising

representative:

Pharmaceutical

Terry Gladman
Lifetime Learning

505 Chicago Avenue
Evanston, Illinois 60202

312-866-7770

Non-pharmaceutical

George Quigley

Camargo Publications

4015 Executive Park Drive,

Suite 304

Cincinnati, Ohio 45241

513-563-9666
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DIAGNOSIS.
Just months ago, physicians’ rights to due

process were jeopardized when Medicare carriers

issued thousands of refund notices for “medically

unnecessary” services. Refund notices were being

sent to patients and physicians without adequate

claims investigation and without information to

wage an appeal. Left unchecked, this process threat-

ens to severely undermine the basic trust between

physician and patient.

Things are different now. . .thanks to the AMA.
Our committed work with the Health Care

Financing Administration (HCFA) to solve this

problem has paid off. Because of the AMA’s
determination to protect the rights of physicians

and patients, HCFA has issued new instructions

to Medicare carriers. Carriers are now required

to contact physicians directly for additional infor-

mation before any claim is denied or any patient

notices are released.

But there’s more work to be done. During the

next few months, HCFA, working with the AMA,
will develop an educational program for improv-

ing physician understanding of the whole process.

We must continue to look out for your patients

and for your rights, too. But we can’t do it without

your help.

Our members make a difference.

Ifyou re already a member, we needyour

continued support. Ifyou ’re not,

JOIN TODAY.
Call 1-800-AMA-1452

In most cases, medical association dues may be deductible as professional or business expenses.

Dues and other contributions to the AMA are not deductible as charitable contributions for Federal income tax purposes.
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OSMA Notebook
Data bank implementation delayed . . . The OSMA has learned that the implementation

of the National Practitioner Data Bank, projected for start up April 1, 1990, has again been
delayed. Officials of the data bank have confirmed that the start-up date has been moved
to no earlier than July, 1990. Reasons given for the delay have been the negative public

comments received by the Office of Management and Budget and data bank officials

during its recent informational seminar. The OSMA will keep you updated regarding the

data bank.

AMA collecting unethical ads . . . The AMA’s Office of the General Counsel is gathering

advertisements for medical services as part of an effort to encourage the Federal Trade

Commission to provide better guidance as to what constitutes misleading or deceptive

advertising. In order to do this, the AMA needs examples of actual advertisements for

medical services, especially advertisements that physicians believe to be misleading or

deceptive. The AMA would like to collect as many of these ads as possible from all states,

and would greatly appreciate physicians’ cooperation in this endeavor. Please forward any

examples to Laura Kroll, Office of the General Counsel, AMA, 535 N. Dearborn, Chicago,

IL 60610. If possible, send a copy to: OSMA, Department of Communications, 1500 Lake

Shore Drive, Columbus, OH 43204-3824.

Medicare guidelines available . . . Alice Faryna, MD, medical director of Medicare

Operations, Nationwide Insurance, has made available to the OSMA an updated answer to

the most frequently asked question to the physician staff at Medicare. The question deals

with why the carrier changes certain CPT codes reported on the Medicare claim forms.

The reasons given are: Not otherwise classified (NOC) codes: These end in the number
“99” and are reserved for procedures for which no codes exist. With each new update of

the CPT manual, some codes are deleted, changed or added. Often Medicare finds a new
or revised code that more accurately reflects the described procedure and is obliged to

change the code. Mandated screens: Medicare is required to screen all new patient

comprehensive evaluation codes (e.g. 90020). If the patient has been billed with this code
more than once in a reasonable period of time by the same physician, the carrier must

change the code to established patient comprehensive evaluation (90080). Another

mandated screen is for intermediate hospital visits. Medicare presumes that after the acute

situation has subsided, a lower level of care can be provided, and will change the code for

subsequent care to a lower level. It is important to keep in mind that in any of the above

situations, these presumptions by the carrier may be incorrect. If you submit

supplementary documentation of extenuating circumstances appended to the claim form, it

will expedite medical review.

OSMA to sponsor no-smoking seminar . . . The OSMA, in conjunction with the National

Cancer Institute, is planning a September 15, 1990 seminar for physicians who are

interested in helping their patients stop smoking. Please note: This seminar was originally

scheduled for September 8, but had to be moved to September 15. At the seminar,

attending physicians will be trained to teach other physicians techniques that they can use

to encourage their smoking patients to stop. Research has shown that physicians can have

a significant impact by talking to smoking patients about quitting. Physicians who attend

this seminar must agree to go back to their communities and teach at least 50 other

physicians these techniques.

a
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Minimalpotential for
drug interactions
Unlike cimetidine and ranitidine. 1

Axiddoes not inhibit the cytochrome
P-450 metabolizing enzyme system.2

Swift and effective
H2-antagonist therapy
Most patients experience
pain relief with the first dose3

Heals duodenal ulcer

rapidly and effectively4 5

Dosage for adults with active

duodenal ulcer is 300mg once nightly

(150 mg b.i.d. is also available)

References

1 USP PI Update. September/ October 1988. p 120
2 BrJ Chn Pharmacol 1985:20 710-713.

3 Data on file. Lilly Research Laboratories.

4. Scand J Gastroenterol 1987:22(suppt 136) 61-70
5. Am J Gastroenterol 1989:84:769-774

Because safety
cannot be taken for granted
in H2-antagonist therapy

AXID®
nizatidine capsules

Brief Summary. Consult the package literature for complete
information.

Indications and Usage: 1 . Active duodenal ulcer-tor up to eight weeks
of treatment. Most patients heal within four weeks.

2 Maintenance therapy -for healed duodenal ulcer patients at a

reduced dosage of 150 mg h.s. The consequences of therapy with Axid

for longer than one year are not known.

Contraindication: Known hypersensitivity to the drug. Use with caution

in patients with hypersensitivity to other H2-receptor antagonists.

Precautions: General- 1. Symptomatic response to nizatidine therapy

does not preclude the presence of gastric malignancy.

2. Dosage should be reduced in patients with moderate to severe

renal insufficiency.

3. In patients with normal renal function and uncomplicated hepatic

dysfunction, the disposition of nizatidine is similar to that in normal

subjects.

Laboratory Tests -False-positive tests for urobilinogen with Multisbx*

may occur during therapy.

Drug Interactions -No interactions have been observed with theophyl-

line. chlordiazepoxide, lorazepam. Iidocaine, phenytoin, and warfarin. Axid

does not inhibit the cytochrome P-450 enzyme system; therefore, drug

interactions mediated by inhibition of hepatic metabolism are not expected

to occur. In patients given very high doses (3,900 mg) of aspirin daily,

increased serum salicylate levels were seen when nizatidine, 150 mg
b.i.d., was administered concurrently.

Carcinogenesis. Mutagenesis. Impairment of fertility- A two-year oral

carcinogenicity study in rats with doses as high as 500 mg/kg/day
(about 80 times the recommended daily therapeutic dose) showed no

evidence of a carcinogenic effect There was a dose-related increase in

the density of enterochromaftin-like (ECL) cells in the gastric oxyntic

mucosa. In a two-year study in mice, there was no evidence of a

carcinogenic effect in male mice, although hyperplastic nodules of the

liver were increased in the high-dose males as compared with placebo.

Female mice given the high dose of Axid (2,000 mg/kg/day, about 330
times the human dose) showed marginally statistically significant

increases in hepatic carcinoma and hepatic nodular hyperplasia with no

numerical increase seen in any of the other dose groups. The rate of

hepatic carcinoma in the high-dose animals was within the historical

control limits seen for the strain of mice used. The female mice were

given a dose larger than the maximum tolerated dose, as indicated

by excessive (30%) weight decrement as compared with concurrent

controls and evidence ot mild liver injury (transaminase elevations). The

occurrence of a marginal finding at high dose only in animals given

Axid* (nizatidine, Lilly)

an excessive and somewhat hepatotoxic dose, with no evidence of a

carcinogenic effect in rats, male mice, and female mice (given up to

360 mg/kg/day, about 60 times the human dose), and a negative

mutagenicity battery are not considered evidence of a carcinogenic

potential for Axid.

Axid was not mutagenic in a battery of tests performed to evaluate its

potential genetic toxicity, including bacterial mutation tests, unscheduled

DNA synthesis, sister chromatid exchange, mouse lymphoma assay,

chromosome aberration tests, and a micronucleus test

In a two-generation, perinatal and postnatal fertility study in rats, doses

of nizatidine up to 650 mg/kg/day produced no adverse effects on the

reproductive performance ot parental animals or their progeny.

Pregnancy-Teratogenic Effects- Pregnancy Category C— Oral repro-

duction studies in rats at doses up to 300 times the human dose and in

Dutch Belted rabbits at doses up to 55 times the human dose revealed

no evidence of impaired fertility or teratogenic effect; but, at a dose

equivalent to 300 times the human dose, treated rabbits had abortions,

decreased number of live fetuses, and depressed fetal weights. On intra-

venous administration to pregnant New Zealand White rabbits, nizatidine

at 20 mg/kg produced cardiac enlargement coarctation ot the aortic

arch, and cutaneous edema in one fetus, and at 50 mg/kg, it produced

ventricular anomaly, distended abdomen, spina bifida, hydrocephaly,

and enlarged heart in one fetus. There are, however, no adequate and

well-controlled studies in pregnant women, it is also not known whether

nizatidine can cause fetal harm when administered to a pregnant woman
or can affect reproduction capacity. Nizatidine should be used during

pregnancy only if the potential benefit justifies the potential risk to

the fetus.

Nursing Mothers- Studies in lactating women have shown that

0.1% of an oral dose is secreted in human milk in proportion to plasma

concentrations. Because of growth depression in pups reared by treated

lactating rats, a decision should be made whether to discontinue nursing

or the drug, taking into account the importance of the drug to the mother.

Pediatric Use-Safety and effectiveness in children have not been

established.

Use in Elderly Patients- Healing rates in elderly patients were similar

to those in younger age groups as were the rates of adverse events and

laboratory test abnormalities. Age alone may not be an important factor

in the disposition of nizatidine. Elderly patients may have reduced

renal function

Adverse Reactions: Clinical trials of varying durations included almost

5,000 patients. Among the more common adverse events in domestic

placebo-controlled trials of over 1,900 nizatidine patients and over 1,300

on placebo, sweating (1% vs 0.2%), urticaria (0.5% vs <0.01%), and

somnolence (2.4% vs 1.3%) were significantly more common with

nizatidine. It was not possible to determine whether a variety of less

common events was due to the drug.

Axid* (nizatidine, Lilly)

A/epaftc— Hepatocellular injury (elevated liver enzyme tests or alkaline

phosphatase) possibly or probably related to nizatidine occurred in some
patients. In some cases, there was marked elevabon ( >500 IU/L) in SGOT
or SGFT and, in a single instance, SGPT was >2,000 IU/L. The incidence

of elevated liver enzymes overall and elevations of up to three times

the upper limit of normal, however, did not significantly differ from that

in placebo patients. Hepatitis and jaundice have been reported. All

abnormalities were reversible after discontinuation of Axid.

Cardiovascular- In clinical pharmacology studies, short episodes

of asymptomatic ventricular tachycardia occurred in two individuals

administered Axid and in three untreated subjects.

CNS- Rare cases of reversible mental confusion have been reported.

Endocrine -Clinical pharmacology studies and controlled clinical trials

showed no evidence of antiandrogenic activity due to nizatidine.

Impotence and decreased libido were reported with equal frequency by

patients on nizabdine and those on placebo. Gynecomastia has been

reported rarely.

Hematologic- Fatal thrombocytopenia was reported in a patient

treated with nizatidine and another H 2-receptor antagonist This patient

had previously experienced thrombocytopenia while taking other drugs.

Rare cases of thrombocytopenic purpura have been reported.

/nfegumenfa/-Sweating and urticaria were reported significantly

more frequently in nizabdine- than in placebo-beated patients. Rash and

exfoliabve dermabbs were also reported.

Hypersensitivity- Ns with other Hrreceptor antagonists, rare cases of

anaphylaxis following nizatidine administration have been reported.

Because cross-sensibvity among this class has been observed, H2-receptor

antagonists should not be administered to those with a history of hyper-

sensibvity to these agents. Rare episodes of hypersensibvity reacbons

(eg, bronchospasm, laryngeal edema, rash, and eosinophilia) have been

reported.

Other- Hyperuricemia unassociated with gout or nephrolithiasis was
reported. Eosinophilia, lever, and nausea related to nizabdine have been

reported.

Overdosage: Overdoses of Axid have been reported rarely. If overdosage

occurs, activated charcoal, emesis, or lavage should be considered along

with clinical monitoring and supportive therapy. Renal dialysis for four

to six hours increased plasma clearance by approximately 84%.
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Additional information available to the profession on request.

Eli Lilly and Company
Indianapolis, Indiana
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The
Reimbursement

Quagmire

O ne of the biggest problems

physicians face today is the

issue of reimbursement.

Receiving payment for services

rendered has become rather like

the first day in a beginning

journalism class. Physicians, like

cub reporters, are suddenly left

scrambling for answers to who,

what, when, where, why and how
reimbursement will be made.

In this issue, OHIO Medicine

takes a look at the reimbursement

problem by digging into the

OSMA Ombudsman office and

selecting from the 435 calls they

receive each month 10

reimbursement questions that are

asked over and over. Yours may be

among them. If not, the

Ombudsman staff is happy to

offer you their assistance. Give

them a call.

Our other feature this month
has to do with determination of

death. Who may or may not

declare someone dead became a

raging issue this past spring when
a Springfield, Ohio woman was

declared dead by a nursing home
employee, only to make a

miraculous recovery several hours

later at the undertaker’s. The State

Medical Board, as well as the state

Legislature, decided that the time

had come to set up a few rules on
who can determine death.

Naturally, various interest groups

became involved in the issue and
several months passed before any

type of concrete ruling came
down. Now that it has, we’d like

to pass the “rules” or guidelines

on to you. Don’t miss Associate

Editor Karen Kirk’s story on this

subject. We think you’ll find it

informative.

Informative and entertaining is

the best way to describe the article

written by OHIO Medicine’s

Advisory Board member James
Ravin, MD. The piece, the second

in our continuing series on

physicians and “International

Health,” describes his recent

experiences on a medical mission

to the Dominican Republic.

Also in this issue, you’ll find

guidelines for treating the epileptic

patient, and the second of our

medical writing contest winners,

written by resident Louis A.

Cannon, MD.
Next month, we’ll take a look at

Part II of those reimbursement

questions. Until then . . .OSMA

kjQ/OVt Ec/vaTCXacIS
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PRESIDENTIAL PERSPECTIVES

By John A. Devany, MD
President of the OSMA

Communication:
Our Biggest Challenge

W e are entering a new
decade and soon a new
century — very likely we

will not recognize the practice of

medicine at that time.

This year and last, the OSMA
Council has had an influx of new
members. They will be your

leaders well into this exciting time.

The whole organization must take

stock of itself — how can we best

serve our members?
We are appointing a Long-Range

Planning Committee of Council to

ensure the thoroughness of this

study.

Communication is the biggest

challenge we face —
communication with our members,
with the public, our patients and
communication with the

Legislature.

I have the distinct impression

“...presently, we do a

much better job of

communicating with the

Legislature than we do

with the general public

and with our members.”

that, presently, we do a much
better job of communicating with

the Legislature than we do with

the general public and with our

members. This latter fact is

probably related to the pace of

practice and sheer information

overload. The old picture of a

doctor sitting by a fire, reviewing a

pile of journals is just not true in

this day of education by “bites.”

So, we must adjust. I don’t think

anyone can deny the pre-eminence

of these functions.

Let’s try to make
communication between the

members and OSMA a real two-

way street. We all have scratch

pads on our desks. We don’t need

big letters, but we do need your

ideas and input, so drop us a line,

or call us. My office phone is

(419) 471-2551, home (419)

535-0438. I am usually available

from 11:30 a.m. to 1 p.m. and 4:30

to 6 p.m. If I’m not, I will call

you back.

Your Councilors are very able

people. They need and deserve

your ideas and support.

For instance, OHIO Medicine

took a survey of its readership.

The response was minimal. This is

a good journal. Dick Reiling has
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Presidential Perspectives

made very real improvements —
obvious to all. I’m sure more of us

are reading it every month. It is a

very large expense. We need to

know how effective it is in doing

its job of communicating with you
— the members.
With regard to the public, our

patients, the Wall Street Journal

recently ran a large article citing

hospital competition and intensive

hospital advertising and marketing

campaigns as factors in the high-

cost problems we now face. The
House of Delegates has been

saying that for years. The Wall

Street Journal, however, quoted a

hospital spokesperson as saying it

is necessary because doctors

demand it.

Communication with the public

can’t just be done by the OSMA
office — it has to be done on a

local level. We are appointing a

task force on access and cost to

speak to this problem before any

group that will listen. We know we
won’t get much free advertising, so

we’ll have to buy ads — not saying

we are available but that we want

to talk about the real costs of

health care.

We do not need to make any

excuses about the income of the

average Ohio doctor — if

anything, it is too low considering

the work involved. There is no way
this will be easy, but we are fed up
with being blamed for costs we do
not control — costs ranging from

the previously mentioned

competition to the high costs of

modern medicines to legislation

mandating payment of non-

physician services (e.g. chiropractic

and the exponential rate at which

these services have grown).

We must explain the real costs

of medical education, the cost of

defensive medicine in our litigious

society and the cost of excessive

regulation and program
administration, costs that

contribute nothing to care and
have saved no money for the

systems.

Your local academy has been

asked to pick its best speakers —
and we will have a workshop to

focus this campaign — a campaign
to get medicine a place at the table

where the decisions are made.

Recently, we met with the PRO
officialdom. It seems to me that

the point of diminishing returns is

fast upon us with regard to any

cost savings to be expected from

PRO activities, and that the

punitive process has not really

worked. They now seem to want to

progress to an educational process

of quality review.

The Institute of Medicine

recently issued a report criticizing

PROs for focusing too much on
utilization and not enough on
quality of care. The report

concludes that more reliance on
education and a less adversarial,

less punitive emphasis would
contribute to greater success. The
institute feels that positive actions

are the responsibility of the

hospital. HCFA is not at all happy
with this, since they placed so

much emphasis on the program
and its failure to produce huge

savings has weakened political

support. Which goes to show,

again, that bean counters don’t

give a about

quality! OSMA

Expert Guidance on the Full Range
of Health Care Law and Practice

Editor-in-Chief, Peter A. Pavarini, Chairman of the Health Law
Group at Schottenstein, Zox & Dunn, L.P.A., and an
interdisciplinary Editorial Advisory Board, offer analysis and
commentary, policy discussion, practical insights, and a unique
forum for the exchange of views on important issues in health law.

Published bimonthly, issues also contain summaries of proposed
and enacted legislation and administrative rules; case law; and
Certificate of Need (CON) Review Board and other agency
decisions; as well as a review of federal developments affecting

Ohio health care providers.

A must for health care professionals

Request a complimentary issue or enter your subscription today.

Call Customer Service, toll-free in Ohio, 800/362-4500.

Banks-Baldwin Law Publishing Company
University Center • P. O. Box 1974 • Cleveland. Ohio 44106 • 216/721-7373 • FAX 216/721-8055
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AUXILIARY PAGE

Leadership

By Sue Massie

OSMA Auxiliary President

A ssuming the role of

leadership may sound
simple enough, but often it

is not. To quote Iann Rolland,

president and CEO of Lincoln

National in Fort Wayne, Indiana,

“It involves planning and
strategizing — and taking risks. It

means setting goals and stretching

to meet them. It means being

involved in the community and
taking a role in that community’s

decision-making . . . and that

means not being afraid to stick

your neck out if you want to move
ahead. Leadership involves

judgment and accountability,

taking a stand, accepting

responsibility for making decisions

. . . and building bridges and
creating coalitions.”

The Ohio State Medical

Association Auxiliary has made it

a practice to provide leadership

training for its state and county

leaders at a special Leadership

Training Day each year. At this

year’s training day, held at the

Great Southern Hotel in Columbus
on May 22, Ohio auxilians were

joined by county medical society

leaders as both prepared to lead

their respective county

organizations during the 1990-1991

. . building bridges

and forming coalitions

does provide avenues

for more effective

leadership.”

year.

This collaborative venture is

indicative of the efforts of the

OSMA and the OSMA Auxiliary

to join forces to strengthen both

organizations and improve their

efficiency. Yes, building bridges

and forming coalitions does

provide avenues for more effective

leadership.

Dr. James Grissinger, professor

emeritus of Speech

Communication, and Dr. Karyl

Sabbath, assistant professor,

Otterbein College, gave the

audience some practical yet

productive information on how to

communicate effectively with an

audience, with others and with the

meeting agenda. Those in

attendance also received a valuable

parliamentary procedure guide that

will aid as a quick reference for

those leading any meeting.

To conclude the day’s program,

workshops were held to prepare

county leaders for participation in

legislative efforts, health projects,

membership recruitment and

raising funds for AMA-ERF. These

concurrent workshops provided

attendees with practical and vital

information for programs to be

implemented at the county level.

Each participant received a

notebook of practical information

for use when preparing for public

speaking, strategizing to get others

to do what you want them to do,

and guidelines for efficient and
orderly parliamentary procedure. A
“Leader’s Guide to Success”

booklet contained pertinent

information on brainstorming,

successful management of an

organization, and points for

securing and presenting speakers.

A county president stated that

Leadership Day helped her define

her goals and then provided her

with the materials and skills she

needs to accomplish them. This is

continued on page 609

August 1990 561



OSMA
Long
71:ra i

Cake
to protect you

and your family

against the ever

increasing costs

of long term

care.

Pickerington, Ohio 43147

(614) 864-3900
1-800-742-1275

562

Fact #1:

Long term care costs

can be devastating

(a year in a nursing

home now costs on

average $22,000 or

more)*

Fact #2:

Medicare pays little,

if any, long term care

costs (Medicare

actually covered less

than 2% of the $35
billion spent on

nursing homes in

1985)**

Fact #3:

Medicaid covers long

term care costs only

after family assets

have been exhausted

and beneficiaries

have little choice

regarding where they

receive care.

OSMA Long Term Care has been developed exclusively for members,
their families and office staff to help those requiring long term care

preserve their assets and allow them to receive quality care in the comfort

of their home. It is very competitive in rates and coverage and easy to

apply . . . with no medical exams required.

Features and Benefits:

4 Year Benefit Period ... $120 Daily Benefit . .

.

90 Day Elimination Period

Covers all levels of care

Skilled, Intermediate and Custodial

Benefits available for care in your home, nursing

home or adult day care center

No prior hospitalization required

Covers Alzheimers disease

Coverage is guaranteed renewable for life

Waiver of Premium benefit

Family and nonsmoker discount available

Option to increase benefit at future dates without

evidence of insurability

This new benefit is available through American Physicians Life, the

OSMA’s life and health carrier, committed to maintaining the finest

protection at the best possible price. For more information and to apply

for coverage, contact your OSMA Benefits representative at APL tollfree,

1-800-742-1275.

‘Source Consumer Reports May 1988 “Source U S News and World Report February 9, 1987
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SECOND OPINION

Mixed Emotions
About RBRVS

By Brooks A. Mick, MD

When it comes to relative value

scales (RBRVS) and surgical fees, I

must admit that I have mixed
emotions. Surgery is often very

stressful, of course (though

psychologists tell us that surgical

nurses experience more stress than

surgeons; does this mean nurses

should be paid more than

physicians?). Actually, anyone in

the medical field, from EMTs to

nurses to physicians, may
experience stress of a patient who
is dying and who needs our

immediate intervention to survive,

whether that intervention is

surgical or medical. I doubt

anyone can assign fees high

enough to compensate us for the

stress of dealing with life and
death, and for the skills, whether

physical or mental, with which we
deal with those situations.

On the other hand, are we being

paid for stress? Are we trying to

set a value on a human life, an eye

or limb? Why can’t we simply set

a fair fee for our treatment? I am
afraid that surgeons, by charging

fees that make them millionaires

after just a few years of practice

(or less!!), are simply inviting the

government to regulate our fees,

and in the process destroy the free

market, irrevocably changing

medical practice as we know it.

They are killing the goose that

lays the Krugerrands. And for

what? What kind of medical

climate are they leaving for their

sons and daughters? The very

physicians whose fees have helped

to precipitate government

intervention are the ones who are

warning their children to stay out

of medicine: “Medical practice has

become so regimented and
socialized that it just isn’t fun

anymore.’
’

The question is, is this merely

greed, or an ego trip? Is it merely

a way to get the big bucks and get

out, or is it a way to keep up with

the Dr. Joneses? What can we
do about it?

I am afraid that I don’t

have all the answers. I

can’t set a price on a

human life or limb. I

have no desire to

tell another what
he or she may charge.

But when RBRVS and
mandated fee schedules

arrive, physicians who are

charging $5,000 for an hour

or two of work will have only

themselves to blame.

Brooks A. Mick, MD is a retired

physician, who practiced in

Findlay, Ohio.
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IN THE NEWS

Back in the swing
Handicapped golfers are getting

back into the swing. Edwin Shaw
Hospital in Akron is offering free

golf lessons for the handicapped.

In the year since the program
started, more and more golfers are

seeing an improvement in their

game. One golfer impaired with

Parkinson’s disease learned how to

overcome his shaking while

another student learned how to hit

the ball with his right hand, which

is a difficult chore since he was

left-handed until he suffered a

stroke.

For some students this is the

first time they’ve played golf while

others are learning new ways to do
some old tricks.

The hospital hopes to open the

first golf course in the country

designed for the disabled next year.

“The whole mission is to get

people back to doing what they

were doing before,” said Linda

Cinsen, the hospital’s vice

president for marketing.

The idea for the golf course

grew out of conversations among
members of the hospital

<L WL
development board. The hospital,

which has seen its focus shift in

the past two decades from housing

tuberculosis patients to

rehabilitation, already sponsors a

wheelchair basketball team, and
golf seemed like the next logical

step.

Wadsworth Golf Construction

Co., near Chicago, one of the

country’s largest builders of golf

courses, has pledged support in

constructing the course. The
Hurdzan Design Group of

Columbus donated the drawings.

Peter Longo, a golf pro and
trick-shot artist from Chicago,

who has made a videotape for

disabled golfers and many others,

have lent their support to the

project. Akron Golf Charities

donated $35,000 to help

launch the golfing program.

Local golf pros were lined

up and sporting good
90^ manufacturers were

contacted to donate
* equipment to the project.

There are many gadgets

made for the handicapped golfers

such as special grips and a foot

pedal that delivers the ball to a

tee.

A six-week class will begin Sept.

12. To register contact the Edwin
Shaw Hospital, 216-784-1271.

Software may remove brain cancer

Computers have become
commonplace in most offices,

newsrooms and hospitals around

the country. Everywhere you turn

people are punching information

into computers and coming up
with answers. Now, thanks to a

new computer software, the way
brain cancers are removed may be

revolutionized. The new software

combines three kinds of brain

scans into one three-dimensional

picture.

The software combines each

method’s qualities:

• PET (positron emission

tomography) scans show the

brain’s metabolism. A green mass

appears on the screen representing

tumors starved of oxygen.

• CT (computed tomography)

scans show pictures of the skull

and cross sections of brain tissue.

• MRI (magnetic resonance

imaging) shows detailed features of

the brain’s surface, as well as

three-dimensionl views of the inner

blood vessels.

With the new software, surgeons

can see the entire brain, including

where the tumor is, how deep it is

and how close it is to critical areas

that control movement and senses,

according to the University of

Chicago developer of the software,

David Levin, MD.
By using the computer “mouse”

surgeons can rehearse surgery on

the computer screen rotating the

image to any angle.

“It’s almost as if you’re looking

at a real brain,” said National

Cancer Institute director Samuel

Broder, MD. “In effect, it allows a

surgeon to visualize what a growth

looks like before operating on the

patient.”

Dr. Levin believes the procedure

could become commonplace in

large hospitals within the next five

years.

J
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Alcohol marketers fuming over warnings

If Sen. Albert Gore, Jr. (D. —
Tenn.) and Rep. Joseph Kennedy,

II (D. — Mass.) have their way,

expect to see health warnings

prominently displayed in all

alcoholic beverage ads and
promotional materials in the near

future. The lengthy warnings

would have to be read aloud, as

well as displayed, in all TV ads for

wines and beers.

The alcohol beverage industry is

in a rage over the proposed

legislation. These mandatory
health warnings would lead to an

enormous change in the way the

alcohol companies advertise

because the lengthy warnings

would do away with both the 15-

second and 30-second commercials

and possibly billboards.

Advertising lobbying groups

insist the legislation is unnecessary

and misguided. They believe

education efforts (for the underage

drinkers) would be a better choice

than labeling.

The alcohol legislation

proponents contend that the

warning labels are necessary to

counter fetal alcohol syndrome and
other alcohol-related problems.

Proponents want the five warnings

boxed in ads, and to include

cautions against drinking and
driving, drinking during pregnancy,

drinking with other drugs,

addictive drinking and drinking

under age 21.

Several alcohol-industry

executives are threatening to

abandon the alcohol abuse

messages they’ve been funding

voluntarily if they are forced to

display warning labels.

Medical schools see

Medical careers may be making
a comeback. The number of

medical school applicants is up
substantially after suffering a long

decline during the 1980s.

The number of applicants

should reach 29,000 for 1990-91,

according to the Association of

American Medical Colleges.

AAMC President Robert

Petersdorf attributes the decline in

increase in applicants

medical school enrollments in the

1980s to the boom in Wall Street.

He explained that more students

were attracted to business and law

degrees than medicine.

The growth has been fueled by

students of Asian or Pacific Island

heritage and female applicants.

Approximately 40% of medical

school applicants are women.
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In the News

Colleagues

LARRY DANSKY, MD, Athens,

has received the 1990 AIDS Service

Award for Medical Professionals

from the Ohio Department of Health

AIDS Activity Unit . . . SUREN-
DRA N. DASH, MD, Canton, has

received the Golden Scalpel Award,

which is presented annually to the

outstanding surgical faculty member
of the Surgery Core Clerkship Pro-

gram at Timken Mercy Medical Cen-

ter .. . SIDNEY F. MILLER, MD,
Dayton, has been elected president of

the American College of Surgeons,

Ohio Chapter . . . R. TERRELL
FREY, MD, Cincinnati, has been

elected president of the Ohio State

Radiological Society . . . WILLIAM
GERHARDT, MD, Cincinnati, has

received the 1990 Recognition Award
of the Cincinnati Pediatric Society for

his contributions to the welfare of

children . . . RONALD BERG-
GREN, MD, Columbus, has been

elected president of the American
Association of Plastic Surgeons . . .

PAUL JOHN RAGLOW, MD,

O. David Solomon, MD

Toledo, has been named to the board

of trustees of Mercy and St. Charles

hospitals . . . JAMES HOOVER,
MD, Troy, has been named Boss of

the Year by the Mi-Co Chapter,

American Business Women’s Associ-

ation . . . THEODORE CASTELE,
MD, Cleveland, has received the Dis-

tinguished Membership Award from

the Academy of Medicine of Cleve-

land, the group’s highest honor . . .

IGOR DUMBADZE, MD, Cincin-

nati, has been named a vice president

of the University Club . . . RICH-
ARD LEIGHTON, MD, Toledo, has

been named vice president of aca-

demic affairs and dean of the school

of medicine at the Medical College of

Ohio . . . O. DAVID SOLOMON,
MD, Cleveland, has been installed as

president of the Academy of Medi-

cine of Cleveland . . . BARTON
HERSHFIELD, MD, Wheeling, has

been designated an aviation medical

examiner by the Federal Aviation Ad-
ministration . . . JAMES M. BAZ-
ZOLI, MD, Marion, recently received

the Outstanding Volunteer in the

State of Ohio award at the Volunteer

Venture ’90 conference held in Cuya-

hoga Falls . . . The Ohio Ophthal-

mological Society awarded CLAR-
ENCE HANS, MD, Cincinnati, with

its Humanitarian Award and WIL-
LIAM HAVENER, MD, Columbus,
with its Excellence in Ophthalmology
Award. OSMA

Cardiovascular education tapes available

A renowned cardiologist has lent

his expertise to the production of

several educational videotapes

aimed at physicians and residents

to aid in their understanding of

cardiovascular disease.

Denton Cooley, MD, and fellow

surgeons of the Texas Heart

Institute in Houston, in

conjunction with Gulf Publishing

Company, have made available

several videotapes

including:

• Bedside

Cardiology:

Clinical

Assessment of the

Patient, a detailed

examination of 10

cardiovascular

diseases;

• Cardiovascular Surgical Series,

which takes the viewer into the

operating room;
• New Interventional Techniques,

a two-part series on laser-

assisted balloon angioplasty;

and
• Case Studies in Cardiology,

which covers systolic ejection

murmurs, late systolic murmurs
and congenital heart disease.

The series includes 56 videotapes,

which range from $50 to $125 each.

For information, contact Gulf

Publishing Company, Video

Division, P.O. Box 2608, Houston,

Texas 77252-2608, (713) 529-4301. Or
for a review copy, call (800)

231-6275.
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Group funds
health care

for indigent

Indigent patients in rural

southern Ohio are receiving help

with their health-care costs, thanks

to Health Initiative.

The non-profit, tax-exempt

corporation established by

independent insurance agent J.

Brendan Ryan funds health-care

agencies that provide medical care

for the indigent.

“In the early ’80s, there was a

recession, and a lot of people lost

their jobs, which means they also

lost their health insurance,” said

Ryan. “There was a big drain on
public health agencies, but at the

same time, city and federal funds

were being cut back.”

That’s where Health Initiative

stepped in. By soliciting

corporations and foundations, as

well as individuals, the group
raises about $75,000 a year, Ryan
said, which is used to support, in

part, the Southern Ohio Health

Services Network, which provides

health care in Brown, Clermont
and Highland counties. The group,

he said, also gives money to

Cincinnati’s homeless van

program, the Batavia Pediatric

Clinic and the College of Medicine

at the University of Cincinnati.

“Our two major concerns,” said

Ryan, “are to provide health care

for the homeless and care of the

mother and child from conception

to age 2 ... It is unfortunate that

there are pregnant women who do
not get prenatal care because they

don’t know where to go to get it.”

Clinical clips

10%
Percentage of hospitalizations among the elderly that

are related to medications

1.5 million

The number of deaths in 1987 that list diet as a

contributing factor

$1.4 billion

The amount of money Americans spent on home
exercise machines in 1988

$84,000

The average annual cost for treating hemophiliacs using

the new plasma manufacturing method (assuring AIDS-
free blood plasma)

$12,000

The cost for treating hemophiliacs under the former

method

Lithotripsy, radioisotope bone scan, fiberoptic

bronchoscopy of lung

The fastest-growing outpatient procedures done in

ambulatory surgery centers

Phototherapy, MRI, lithotripsy

The fastest-growing inpatient hospital procedures

14.5 million

The number of American workers exposed to noise

levels loud enough to lead to hearing impairment

Sources on Page 607
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In the News

Osteoporosis group established in Cleveland

Ohio has become the first state

to organize a chapter of the

National Osteoporosis Foundation.

The chapter, while based in

Cleveland, will work with

communities statewide.

“The image in the general

public’s mind is that osteoporosis

affects only older women, but

that’s just not true,” said Angelo
Licata, MD, president of the Ohio
chapter and head of the Cleveland

Clinic’s Metabolic Bone Disease

Clinic.

“It can affect men and it can

affect young people. The key is

prevention . . . Osteoporosis is

preventable and that’s the message

we want to get out to people

throughout Ohio,” he said,

explaining the need for the group.

Dr. Licata, incidentally, is also

involved in research at the

Cleveland Clinic of the

effectiveness of using a

diphosphonate drug to combat
osteoporosis. Preliminary results

suggest that the drug may bind to

bone tissue, thus hindering the loss

of bone, and it may help in actual

bone formation.

For more information about the

group, write Ohio Chapter/NOF,
12200 Fairhill Road, Cleveland,

OH 44120 or call (216) 721-1945.

The Ohio Department of

Human Services makes changes in

the drug formulary quarterly. Most
of the additions and deletions are

based on recommendations
presented by the Pharmacy and
Therapeutics Committee. The
committee is composed of Janet

Bixel, MD; Suzanne Eastman, R.

Ph., MS; Charles May, DO; Ruth

Purdy, DO; James Visconti, Ph.D;

Mary Ann Waltenbaugh, RN;
Mary Jo Welker, MD; Robert P.

Reid, R. Ph, chair. For your

information, the following changes

will appear in the August 1, 1990

Medicaid Tips

update:

Trade Name Additions:

Betoptic-S 0.25%; Calan SR 180

MG; Citracal 950 MG;
Conceptrol Gel, Inserts;

Deconsal II Tabs, Sprinkle

Caps; Dermagran Spray, Oint;

Elimite Cream; FML-S;
Gastrocrom 100 MG; Humibid
LA, DM, Sprinkle Cap; Isoptin

Sr 180 MG; Kerlone 10 MG, 20

MG; MS Contin 15 MG, 100

MG; Nolahist Tab; Norflex 100

MG; Pepcid Susp; Phos-Ex 167

MG; Polytrim Susp;

Sandimmune 25 MG, 200 MG;
Synarel Nasal Soln; Zephrex La;

Zoladex Inj; Zovirax Susp.

Generic Additions:

Aminophyllin Elix 105 MG/5
ML; Metaproterenol Inh Soln

0.4%, 0.6%; Sorbitol Soln 70%;
Sulindac 150 MG, 200 MG.

Trade Name Deletions:

Ascriptin/Codeine #2, #3; Folex

Inj; Neo-Cortef Drops 0.5%;

Neo-Delta-Cortef Oint 0.5%;

Norinyl 1/80; Norlac; Proventil

2 MG, 4 MG; Ventolin 2 MG, 4

MG; Wellcovorin Inj 5

MG/ML.
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JOIN YOUR COLLEAGUES
TURN TO PICO

T

^ “PICO is oper-

ating profitably— it

has substantial assets

and reserves. If

independent audi-

tors and actuaries

are satisfied with

PICO’s financial

position, so am I.”

“PICO retains

Ohio’s leading

professional liability

defense counsel on

fee-for-service

basis. I know my
claim will get top

priority and expert

legal services.”

0 “Our group
practice needs

choices in coverage

and pricing con-

cepts. PICO offers

more than any other

Ohio insurer.”

“There are

many good aspects

of a claims-made

policy...but we
prefer occurrence

coverage. PICO still

has it, with high

limits and loss-free

discounts.”

PICO/OSMA Medical Professional

Liability Insurance Program

Physicians Insurance Company of Ohio
Bates Drive, P.O. Box 281

Pickerington, Ohio 43147
614-864-7100 • Toll-free in Ohio 800-282-7515



ASSOCIATION ACTIVITIES

Parsons, Casiano
Lead the Field

in OSMGA
Tourney

By Robert Clinger

Roger L. Terry, MD, from Lima, tees off at

OSMGA Tourney.

Even-par 72s by Charles D.

Parsons, M.D. of Springfield and
Frank A. Cosiano, M.D. of

Findlay led the 127-golfer field in

the 65th Ohio State Medical

Golfers Association Tournament,

held this past June at Springfield

Country Club, Springfield, Ohio.

This marked the fourth time

that Dr. Parsons has won or

shared low gross honors in the

OSMGA event. His previous wins

were in 1983, 1986 and 1988. His

name will once again be inscribed

on the Richard P. Bell Trophy.

Dr. Cosiano’s six handicap

enabled him to capture low net

honors with a 66. His name will

be inscribed on the Dr. Ray
Stephens Memorial Trophy.

Winner of the Dr. Carm
Shamess Memorial Award for

Most Improved Golfer, Scratch,

from 1989 to 1990 was Max H.

Gerke, M.D. of Springfield. Dr.

Gerke chopped 16 strokes from his

1989 score.

The Shamess Award for Most
Improved Golfer, Net, 1989 to

1990 went to James F. Beattie,

M.D. of Columbus. Dr. Beattie’s

score was 19 strokes lower than his

net total in 1989.

Winners in age flights and

special flights were as follows:

Low Gross, Age 39 and Under
Richard W. Furay, M.D.,

Springfield (79)

Low Net, Age 39 and Under
James S. Kelling, M.D., Canton

(83-14—69)

Low Gross, Age 40 through 49

Jerry K. Shell, M.D., Springfield

(75)

Low Net, Age 40 through 49 (two-

way tie)

James F. Rambasek, M.D.,

Middleburg Heights (76-7—69)

Kwang H. Kim, M.D.,

Springfield (85-16—69)

Low Gross, Age 50 through 59

(three-way tie)

Kab-Soo Kang, M.D., Elyria (79)

Alfredo V. Casino, M.D.,

Barberton (79)

David R. Miller, M.D.,

Bellefontaine (79)

Low Net, Age 50 through 59

William M. Emery, M.D.,

Ashland (82-14—68)

Low Gross, Age 60 through 69

Kenneth E. Owen, M.D.,

Marietta (83)

Low Net, Age 60 through 69 (two-

way tie)

Sanghwan Lew, M.D., Norton
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Ashland (Ohio) foursome, from left, Chungkil L. Kang, MD, Philip E.

Myers, MD, William M. Emery, MD, and Young C. Shin, MD.

(88-19—69)

Jesse B. Kellum, M.D.,

Cambridge (89-20—69)

Low Gross, Age 70 and Over
Howard E. Sanders, M.D.,

Springfield (90)

Low Net, Age 70 and Over (two-

way tie)

Thomas W. Jackson, M.D.,

Wooster (91-19—72)

Robert A. McLemore, M.D.,

Springfield (101-29—72)

Low Gross, Ladies

Marilee Gallagher, M.D., Shaker

Heights (103)

Low Net, Ladies

Mary Jo Groves, M.D.,

Springfield (115-34—81)

Low Gross, Sponsors and Guests

Daniel P. Snouffer, Cleveland

(86 )

Low Net, Sponsors and Guests

Rodney Graber, Bellefontaine

(86-14—72)

In special events competition,

Carl W. Schweizer, M.D. of Lima
hit the longest drive on No. 11.

Prizes for closest to the pin on Par

3 holes went to William M.
Emery, M.D., Ashland (No. 3);

Donald T. Evert, M.D., Findlay

(No. 13); Henry H. Clapper, M.D.,

Canton (No. 9), and Daniel

Snouffer, Cleveland (No. 16).

During the awards banquet,

tribute was paid to Charles D.

Parsons, M.D. for bringing the

1990 OSMGA Tournament to

Springfield Country Club. Also

saluted were Springfield Country
Club General Manager Hassan
Karbasi and his staff, and PGA
Golf Professional Pat Delaney and
his staff.

Several members of the Clark

County Medical Auxiliary were

recognized for outstanding work in

registering the 127 golfers.

Included were Myrle Parsons,

Mary Davidson, Norma Gerke,

Mary Harley, Marge McLemore,
Jade Parsons, Janet Sanders and

Ann Titus.

Also recognized were nine

OSMGA sponsors:

Physicians Insurance Company
of Ohio (12th year as an OSMGA
sponsor)

ICL Leasing, Inc. (seventh year

as an OSMGA sponsor)

Wyeth-Ayerst Laboratories (fifth

year as an OSMGA sponsor)

Hoechst-Roussel Pharmaceuticals

(third year as an OSMGA sponsor)

Smith, Kline and French

Laboratories (third year as an

OSMGA sponsor)

PIE Mutual Insurance Company

(second year as an OSMGA
sponsor)

Turner and Shepard (returning

— served as sponsor for many
years)

Allen + Hanbury’s Division of

Glaxo, Inc. (first year as an

OSMGA sponsor)

Allnet Communications Services,

Inc. (first year as an OSMGA
sponsor)

Robert Clinger is Director,

Department of Medical Society

and Member Relations at OSMA.

The 1991 OSMGA Tournament is

scheduled for Friday, June 14, 1991 at Bent

Tree Golf Club, located on Ohio Routes

36-37, near the intersection of Interstate 71,

between Delaware and Sunbury.
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Methyltestosterone U.S.P Tablets
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Fluoxymesterone U.S.P Tablets, 10 mg.

REFER ID
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'

ICN Pharmaceuticals, Inc.
ICN Plaza
3300 Hyland Avenue
Costa Mesa, California 92626

For Full Prescribing

Information,

Please See PDR.



INTERNATIONAL HEALTH

Third World Medicine:
Dominican Republic

By James G. Ravin, MD

Editor’s note: Doctors and nurses

representing Midwest Medical

Missions have been practicing

medicine in Caribbean countries

since 1974. Initially the group

worked in Haiti. Since 1985 these

volunteers have been in Barahona,

a city in the Dominican Republic

near the Haitian frontier. The

mission, which is non-sectarian,

has been extremely successful and
enjoyable, so much so that the

number of doctors and nurses

desiring to go has exceeded the

capacity of the Dominican hospital

utilized. For this reason, another

group that was originally part of
this mission is now working in

Jamaica.

The primary focus of Midwest
Medical Missions has been

surgical, with representatives from
ophthalmology, otolaryngology,

plastic surgery, orthopedics,

obstetrics and gynecology, thoracic

surgery and general surgery doing

work this year. Physicians from
nonsurgical fields such as

pediatrics and emergency medicine

also contributed their efforts. Dr.

Ravin, an ophthalmologist from
Toledo, Ohio, describes his

experience.
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International Health

Entering the hospital corridor

where the clinics are held

was a startling revelation.

Throngs of Dominicans, from wall

to wall, extended from the

beginning of the corridor to the

windows 200 feet away. There were

three, four, five people abreast in

the dark corridor, lit only from
windows at either end and through

doors on the sides. Some of the

people quietly returned our glances

while others spoke a brisk

cacophony of Spanish. I could

barely understand a few words.

Occasionally, a woman would
thrust her infant at one of us,

pleading for help. Some wore T-

shirts, emblazoned with a strange

mixture of American phrases, from
a family reunion in Texas to a

religious camp in New England.

They wore a variety of sombreros.

A humorous one declared “Es
facil,” it’s easy.

“Con permiso, con permiso,’’

our Peace Corps mentor repeated,

leading us through the crowd. We
made it to the doors of the room,

where our nursing team put

together the supplies, which were

transported back through the

crowd to the operating rooms.

Three of us ran the hallway

gauntlet again, just 10 feet to the

small room that was to serve as

our eye clinic. As we unlocked the

door, arms, heads and feet all

pushed their way in. Finally,

someone was able to restore order

and the first six people were seated

on metal chairs along two of the

walls. Each patient carried a sheet

of paper giving name, age and
origin (Dominican or Haitian).

“Su problema?’’ I would ask

each patient, struggling to decipher

the response. With my fragmentary

knowledge of Spanish, learned

from a year as an intern at Los

Angeles County-USC Medical

Center, along with several trips to

James Ravin, MD (second from left) and colleagues in the operating room
in the Dominican Republic hospital where he served as a member of the

Midwest Medical Missions team.

Spain and Mexico, I could

understand perhaps at the level of

a four-year-old. “Se le rompio la

bolsa de agua?” (Have you broken

your bag of water?), useful on the

obstetric service, did me no good
here. “Me duele, tengo dolor de

cabeza” was understandable

enough. Mature cataracts were

obvious on flashlight examination,

huge esotropias could be seen from

across the room, and there was an

abundance of corneal scars. We
were basically a surgical team, not

there to refract for glasses. We did

treat a number of infections and

irritated eyes with eye drops. There

was just an occasional case of

glaucoma, tear duct infection,

retinal detachment and diabetic

retinopathy. A few rarities were

seen. An infant with a huge blind

eye, twice normal in size, with

stretch marks in the cornea, was

obviously a case of congenital

glaucoma and, unfortunately, not

treatable. A baby with a cataract

in one eye and a salt and pepper

fundus of pigment dispersion, as

well as a heart defect and failure

to thrive, was diagnosed as a

congenital rubella baby. An orbital

dermoid was seen with many hairs

in it.

We check visual acuities using

numerical charts for distance and

near. The large number of illiterate

people in this population was

shocking. Even to determine if a

symbol was an X or an O often

proved difficult. We saw 60 to 80

patients daily in the clinic. The
first evening I was asked to operate

on one poor dona for a cataract

right away, since she lived over an

hour and a half away, near the
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frontier. If surgery were postponed

until manana, she would be forced

to sleep on the hospital grounds,

since she had no one to take care

of her. I operated, removing the

cataract, and implanted an

intraocular lens. A patch and
shield were applied. She then

followed a relative to a motorcycle

outside, got on the back, and
drove the hour and a half home,

greatly pleased. She was never seen

again.

I would be frequently stopped in

the hall to be asked for care for

problems ranging from sore throats

to abdominal pain to leg problems.

I could only answer “medico de

ojos” (eye doctor). But one lady

was persistent. Finally, she was

able to communicate to me that I

was to operate on her daughter

that morning. Ah, I recalled, she

was the cute, smiling, 17-year-old

with a huge esotropia, the eyes

looking at her nose. Her mother,

of course, wanted her presentable

for marriage. She handed me a

paper bag with four round objects

in it. They were soon recognizable

as eggs — she was donating them
for our breakfast the next day! I

was deeply touched as this

represented, in her terms, a sizable

expense. Other members of our

group received gifts of coconuts,

pineapples and sugar cane.

A few of our group went deep
into the back country to examine

individuals of a Haitian

community within the Dominican
Republic. The poverty

overwhelmed them. After one man
was examined he asked if a friend

could also be seen. Of course, was
the reply, just bring him over. The
viejo (old man) replied, please wait

for about 45 minutes, for I must
go back to my home to lend him
these clothes, so he can put

something on to be able to come

over to be seen.

Our surgical suites numbered
three. Two of them were air

conditioned but, frankly, I did not

like either room since I felt I

needed ear muffs when the blast

of cold air hit me in the head. I

much preferred the open-air

operating room, working nearly al

fresco. The louvered windows were

open to the outside, permitting us

to look out over fields of sugar

cane, over grassy fields with

roosters and pigs, to a small

enclave of houses with an

occasional television antenna. The
sugar factory in the background
belched periodic amounts of soot

but only caused a bit of haze on
our open solutions. We never

encountered an infection

postoperatively after any operative

procedure.

“Op ’til you drop” was our

motto. We started at 8:30 in the

morning and worked until every

patient was seen. The surgical

cases (numbering for me up to 12

per day) were completed and about

70 patients were also seen in our

clinic alone. I felt it would be

wrong to turn anyone away who
appeared for examination. How
could someone be asked to stand

in line all day for an examination

and not be seen?

Why did these people really

come? The local doctors, for the

most part, would see only paying

patients, or they would be

inundated with charity work. The
word had gotten out that we
would be there and spread rapidly

from village to village. It was the

sixth year for our group in the

Dominican Republic. If we had
advertised it more, we would have

been really overwhelmed. As with

most Third World medical care,

organization is the most difficult

problem. For us, certainly, the

“Op ’til you drop”

was our motto. We
started at 8:30 in the

morning . . .

doctors were not the limiting

factor. I could not have worked
without the assistance of several

nurses who worked much harder

than I at organizing the

expedition, obtaining instruments,

a microscope, a

phacoemulsification unit,

intraocular lenses, sutures, drugs

and other supplies, most
courteously donated for our use.

Many of the patients had

significant problems. However,

there seemed to be a group of

individuals who came just for the
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sake of curiosity. What were these

norteamericanos doing? We
seemed to be the week’s

entertainment. It was also an

opportunity for some Dominicans
to hear their friends’ and
neighbors’ complaints, and to be

entertained by this. Modesty did

not seem to be of great

importance. Many mothers nursed

their infants openly.

One morning, on arriving in the

operating room, there was a

screech from two of our nurses.

Come quickly, there is a green

lizard climbing up the wall of the

operating room! Our helpful

janitor trapped it with a mop.
Then he graciously picked up the

lizard and put it outside, where it

could obtain a meal of insects.

The scenic beauty of the coast,

the greenery of palm trees, and
rising hills were enchanting, but

right next to them were fetid

drainage ditches, and an

occasional rat could be seen

scampering through the brush.

Riding in a taxi from the hotel to

the hospital on dirt roads was an

experience. The doors could only

be opened from the outside and

access to the trunk was with a

screwdriver. Our driver played

dodge ’em with a cow. One of us

barely missed having his elbow

gored by one of the animal’s horns

as we flew by. Pigs, goats and
roosters ran out of our way.

In the evening we had several

long talks with educated and
sophisticated Dominicans. To a

concerned Dominican law student

I asked, “What are we really

accomplishing here? By operating

on 80 or so people in a week, we
have only achieved a drop in the

ocean. What is this really worth?

We did not come down here just

to glorify our egos, for I do not

believe we really needed that.”

Some of us were persuaded by

others that Hispaniola is an

interesting island, some had their

arms twisted. Others went out of

curiosity. The best answer was the

determination to do good work.

The lawyer said to me, “You have

achieved far more than you really

know. For the word spreads

everywhere that you have come
down, paid your own way for

everything, to give it all away

freely. You are not like the

industrialists or real estate

developers who seek only to take

from us. You are not like the

group of rich Dominicans who
have forsaken our island for the

glitter of Manhattan. They merely

spend the money they have earned

in this country there. You have

come down here to live and work

among us and you have come
every year for the last five or six

years and you or others of your

people will continue to come every

year. Your people come in several

groups for one week each. Your

contribution is understood far

more than you may think.” OSMA

Doctors, nurses and volunteers are

needed to work in the Dominican
Republic. Each pays his or her

own travel, lodging and other

expenses. Contributions are sought

for the cost of medical supplies. If

you are able to help, please

contact: Cynde Mattin, Treasurer,

c/o Midwest Medical Missions,

Inc., 310 Fernwood St., Delta, OH
43515, (419) 822-3372.
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The Johns Hopkins University School of Medicine

Department of Emergency Medicine

presents

Third Annual
Written Boards in emergency Medicine:

A Comprehensive Aevieui

October 27 - November 2, 1990
Baltimore, Maryland

This seven day program is designed to provide a comprehensive review of the fund of

Knowledge necessary to enable successful completion of the certification examinations
offered by the American Board of Emergency Medicine (ABEM). The official complete schedule
of examination dates is available from the ABEM. Candidates for whom this course may be most

helpful are those scheduled for: written recertification examination on November 4, 1990, written initial certifying

examination on November 5, 1990, or the oral initial certifying examination on January 27-30, 1991. This course
is recommended for both the established physician-in-practice and the physician who has recently completed residency

training. It is anticipated that course participants will be near completion of a self-directed plan of study. Some written

board candidates have chosen to begin their plan of study a year in advance by taking this course, others appreciate

a structured and systematic review just days prior to the written certifying exam.
Our curriculum is designed based primarily on the "core content in Emergency Medicine which was developed
jointly by the American Board of Emergency Medicine and the American College of Emergency Physicians. Alloca-
tion of lecture time for specific areas has been determined by the relative weight of content areas as delineated

by the ABEM for examination purposes. The program objectives are to enable registrants to: review and reinforce

the organization and comprehension of the essentials of the core curriculum in Emergency Medicine, refine
test taking skills, gain the psychological edge to be at your peak performance' on the examination day, and enhance
your clinical skills for improved patient care.

The response to our course offering in the past has been most gratifying. We have listened to the feedback pro-

vided by prior registrants and course faculty, and this led to several new features. This year we will include a formal
didactic session on preparation for the oral exam. Additionally, elective opportunity for private oral board
preparatory tutorials and small group oral board simulation will be available during the program. The underlying

philosophy of our program is unchanged and our primary focus will remain the written board exam candidate. There
are many resources from which to learn the information suggested by the core content curriculum. Among them
are Rosen s Textbook of Emergency Medicine, the ATLS/ ACLS manuals and numerous other texts, monographs and
journals. This year we have chosen to present the core content information in a format that correlates organiza-
tionally with the text. Emergency Medicine: A Comprehensive Study Quide - American College of Emergency
Physicians , edited by Tintinalli, Krome and Ruiz. Finally, we have added a three component special session which
will provide practical suggestions and strategies on how to achieve optimal performance on your examina-
tion day.

A variety of instructional formats are utilized which will allow each registrant to gain the most from this program.
Formal lectures, a comprehensive 'syllabook' (which is mailed to you in advance), a total of over 1000 single answer
multiple choice "pretests questions" for self assessment purposes administered prior to each half day lecture

session, self teaching laboratory which is open 1 4 hours daily, faculty panel question/answer discussions follow-

ing each half day session, x-ray view box displays, PEER IV review sessions, and elective oral board practice/
tutorial sessions will be available for enhancement of your preparation.

The teaching faculty consists exclusively of emergency medicine physicians who have taken the written board
and are noted for their interest and expertise in teaching. We are fortunate to have retained almost all of the best

received 1989 faculty and several outstanding additional faculty members from community practices, academic
institutions throughout the country and the Johns flopkins Medical Institutions.

Registration will be limited. Plan now to join us in the fall.

V.

James L. Baker, MD, MPH, FACEP
Edward Balgiano, MD, FACEP
Robert A. Barish, MD, FACEP
Georges C. Benjamin, MD, FACEP, FACP
Edmund Bolton, MD, FACEP
Brian Browne, MD, FACEP
Dominick Catalano, MD, FACEP
Richard Edlich, MD, PhD

Louise Andrew, MD, FACEP
Timothy Buchman, MD, PhD
Julie Casani, MD, MPH FACEP
William Fabbri, MD, FACEP

GUEST FACULTY

Randy S. Ellis, MD, FACEP
Beverly Fauman, MD, FACEP
Charles A. Garfield, PhD.

Keith T. Ghezzi, MD
Georgina Groleau, MD, FACEP
Edith L. tlambrick, MD, FACEP
Martin C. Heilman, MD, FACEP, FAAP
Robert Hoffman, MD
Ronald L. Krome, MD

Robert L. Levine, MD
Jonathan Olshaker, MD, FACEP
Joseph Ornato, MD, FACC
Thomas Pellegrino, MD
Carol S. Rivers, MD, FACEP
Daniel T. Schelble, MD, FACEP
Mark Smith, MD, FACEP
J. Stephan Stapczynski. MD, FACEP

J. Andrew Sumner, MD, FACEP
John Wogan, MD, FACEP
Thomas Kirsch, MD, MPH

JOHNS HOPKINS FACULTY

Gabor Kelen, MD, FRCP(C), FACEP
Horace K. Liang, MA, MD, FACEP
Christopher Morrow, MD, FACEP
Kathryn A. Reihard, MD

Keith T. Sivertson, MD, FACEP Carol Jack Scott, MD, MSEd, FACEP
Director, Department of Program Director

Emergency Medicine

For Further Program Information: Office of Continuing Education, The Johns Hopkins Medical Institutions

Turner 20, 720 Rutland Avenue, Baltimore, Maryland 21205-2195, (301) 955-2959
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PEER REVIEW

Can You Avoid
PRO Sanctions?

Documentation May Be the Key . . .

When it comes to quality

assurance, the nation’s

peer review system is at

the “industrial revolutionary’’

stage in its evolution. Just how far

PROs will continue to evolve is

unknown, but one thing is certain.

Congress has not yet walked away
from the concept of the peer

review organization, so physicians

might as well dig in their heels.

PROs are here to stay.

That, anyway, is the opinion of

Alice Gosfield, JD, a Philadelphia

attorney who has restricted her

practice to health law and health-

care regulation since 1973.

Gosfield was in Cleveland recently

to speak at the annual meeting of

the OSMA’s Hospital Medical

Staff Section, held concurrently

with the OSMA Annual Meeting.

Recognizing that PROs are not

about to disappear, she offered the

physician audience several tips on
how to make the best of peer

review organizations — and how to

avoid sanctions.

Of course, just about anything

you do these days is likely to bring

your patient, your case or your

procedure under the scrutiny of

By Karen S. Edwards

peer review organizations. Pre-

admission, ambulatory surgery,

invasive procedures, premature

discharge, transfers, specific DRGs
and readmissions within 31 days

are a few of the hospital-associated

triggers that will bring a case up
for review.

Part of the problem, she admits,

rests with these bureaucratic

agencies and their obscure

definitions. Yet part of the

problem rests, too, with physicians

who may not understand the

purposes of review and who may
not be documenting well enough.

In cases like premature

discharge, for example, where the

definition is particularly abstract

— “most of the cases kicked out

for review are there because of

documentation failure,’’ she says.

Yet, in order to improve this area,

physicians need to understand two

things.

1.

) Different reviewers are

looking for different problems and

2.

) Documentation requirements

will be different. Add to that the

understanding that all cases can be

reviewed for any reason, and it

suddenly becomes imperative for

physicians to pay special attention

to their record-keeping.

The PRO is obligated to

examine, at a minimum, certain

data in the medical record,

including:

• the medical record fact sheet

• the attestation statement

• the admission note

• the discharge summary
• the history and physical

• progress notes

• orders

• other parts of the record as

necessary for the type of care

review — including team

conferences, laboratory results,

pathology reports, etc.

These areas, then, should be

impeccable.

And before you sign a chart,

make certain you read it, says

Gosfield, including any nursing

notes or notes written in by

anyone else.

“Too often a busy physician will

say, ‘I’m not reading any long-

winded note written by some
young intern,’ and simply sign the

chart,” she says.

But what if one of the nursing

notes, or the intern’s note, made

578 OHIO Medicine



Alice Gosfield, JD, speaks at HMSS meeting.

some error in fact? Or it

contradicts something you have

noted? By simply signing the

record without questioning the

matter, you may be signing on a

big problem.

“Read what the other guy wrote

before you write anything,”

Gosfield advises.

Pay careful attention, too, to

any pre-admission and pre-

procedure notes you write on the

record.

“They are very important and
should provide evidence of medical

necessity,” she says.

This information, incidentally,

will be verified by reviewers for

accuracy. Any inaccurate,

misleading or incomplete

information submitted to secure a

pre-occurrence approval will result

in a denial.

The bottom line, says Gosfield,

is that “you can be sanctioned for

lousy charts,” so it makes sense to

keep good ones.

What else can physicians do to

avoid PRO sanctioning? Gosfield

offers the following tips:

In addition to:

• knowing the PRO’S criteria

• documenting in accordance and
• communicating with other

physicians on the case she

advises you to:

• develop a specific management
strategy, based on the PROs
objectives and your practice.

“Decide which items may be on

the PRO’S ‘hit-list’ and plan

accordingly,” she says. Prioritize,

based on your case mix, monitor

continuing development, and use

the hospital as a resource.

“Like it or not, you and the

hospital are joined at the hip, so

you might as well use them,” she

says, adding that “they do offer a

wealth of resources.”

If you are sanctioned:

• pursue your appeal rights

vigorously — and at the first

opportunity. If you don’t say

anything at the pre-denial

discussion, it will mean problems

as the case works its way up the

review ladder.

“Ask for reconsideration at the

pre-denial stage,” she says,

pointing out that 56% of the cases

brought up for sanction are

overturned at this point.

“This varies widely by state, but

it’s worth finding out the reversal

rate in your own state to determine

whether or not it’s worth doing.”

In any interaction you have with

the PRO — sanctioning or not —
Gosfield offers these tips:

• don’t challenge their authority

• be focused, give succinct

information and
• take each step seriously.

“Approach them like you would

approach the IRS,” she says. There

is one other thing physicians might

do to improve the quality of the

review process.

“Volunteer to review cases

yourself,” she suggests.

It’s a positive step, and one that

assures competent reviewers to

review cases.

“Most physicians take peer

review as though they were

involved in the five classic stages

of grief,” Gosfield says.

Physicians sometimes allow their

egos to enter their cases, she

explains, and peer review can be

ego-damaging, especially when the

reviewer’s findings are different

from your own.

“Physicians have to understand,

however, that the PRO is just

doing its job.” OSMA

For more information on the peer

review process, order your free

copy of Physicians’ Peer Review
Handbook. Call the OSMA
Department of Communications at

1-800-282-2712 .
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No Secrets: National

Practitioner Data Bank
National Practitioner Data Bank
to members of the OSMA
Hospital Medical Staff Section at

its Annual Meeting, held this year

in Cleveland.

spoke on the subject of the

By Elizabeth Snelson, JD

Editor's note: The following article

originally appeared in the April,

1990 issue of the California

Physician. The article’s author,

Elizabeth Snelson, JD, recently

T he federal government is

about to embark on a new
system of surveillance: the

National Practitioner Data Bank.

Although no exact opening date

had been announced the data bank
is rumored to become operational

this fall. The official opening of

the data bank will be disclosed by

a 30-day notice in the Federal

Register.

This brief overview provides

physicians a glimpse of the

government’s new tracking system.

What is the data bank?
The data bank was mandated by

the federal Health Care Quality

Improvement Act (HCQIA) of

1986, a complex federal law

enacted by Congress to set up a

federal system of peer review. The
act was passed in response to

Patrick v. Burgett, the controversial

peer review antitrust case in

Oregon. One HCQIA provision

was to create a national system for

reporting adverse actions taken

against physicians and other

health-care practitioners.

The data bank is designed to

collect any information suggesting

that a physician is providing

substandard care. Included in the

federal regulations’ broad scope is

any payment on any claim of

malpractice, certain actions taken

by a wide variety of health-care

entities and peer review bodies,

and certain medical licensing board

actions.

Ohio hospital and health-care

entity reports do not go directly to

the data bank but to the State

Medical Board, which then reports

to the data bank. As data bank
requirements differ from state

reporting requirements under Ohio
Revised Code Chapter 4731, it is

unclear whether reports will be

combined or how the Board will

separate and use data reported to

it for federal purposes.

HCQIA mandates that licensing

boards report the following

actions:

Malpractice payments

The federal law requires the

reporting of any amount paid in

full or as a partial settlement or

judgment of a malpractice claim.

The federal definition does not

limit reports to a certain amount.

Therefore, any medical malpractice

action or claim in any amount,

even $1, must be reported.

As a response to concerns that

frivolous or nuisance claims will

be reported, data bank regulations

include this statement: “A payment

in settlement of a medical

malpractice action or claim shall

not be construed as creating a

presumption that medical

malpractice has occurred.”

According to the statement

accompanying the final

regulations, payments made in
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“medical malpractice actions

which were brought before

arbitration boards and other

dispute resolution mechanisms
prior to or instead of a formal

court action” are considered

reportable. Also, the regulations

require reporting only at the time

of the first payment of periodic

payment terms; but if the first

payment predates the data bank,

the first payment made after the

data bank is operative is

reportable.

Medical board actions

The federal law mandates that a

medical board report any action it

takes that “revokes or suspends {or

otherwise restricts) a physician’s

license or censures, reprimands or

places on probation a physician for

reasons relating to the physician’s

professional competence or

professional conduct ...”
(emphasis added). It is unclear

whether restriction will be

construed to include physicians in

diversion programs.

Health-care entity actions

Data bank regulations require

reporting of adverse professional

review actions taken by health-care

entities that affect clinical

privileges for a period of longer

than 30 days. These terms present

a variety of issues. For example,

“health-care entity” is defined by

the regulations as a hospital, a

professional society “that engages

in professional review activity to a

formal peer review process for the

purpose of furthering quality

healthcare [sic],” and “an entity

that provides healthcare services,

and engages in professional review

activity through a formal peer

review process for the purpose of

furthering quality healthcare, or a

committee of that entity.”

The Department of Health and
Human Services (HHS) has stated

that it “prefers to define this term

broadly, rather than to attempt to

focus on the myriad healthcare

organizations, practice

arrangements, and professional

societies, so as to ensure that the

regulations include all the entities

within the scope of the statute.”

Consequently, the regulations

now define a health-care entity as

including “a health maintenance

organization which is licensed by a

State or determined to be qualified

as such by the Department of

Health and Human Services; and
any group or prepaid medical or

dental practice which . . . provides

healthcare services, and engages in

professional review activity through

a formal peer review process with

a purpose of furthering quality

healthcare or a committee of that

entity.” Therefore, entities such as

IPAs, PPOs or any group that

meets these criteria will be required

to report the outcome of their

actions to the data bank.

Professional review action is

defined as “an action or

recommendation of a healthcare

entity (a) taken in the course of

professional review activity; (b)

based on the professional

competence or professional

conduct of an individual physician,

dentist, or other healthcare

practitioner which affects or could

adversely affect the health or

welfare of a patient or patients;

and (c) which adversely affects or

may adversely affect the clinical

privileges or membership in a

professional society ...”
(emphasis added).

The department has declined to

specifically define “professional

competence or conduct,” but

stresses that the definition of

professional review action

encompasses “only professional

competence or conduct which

affects or could affect adversely

the health or welfare of a patient.”

The department also stresses that

actions taken against a physician,

dentist or other health-care

practitioner based on a technical

or administrative failing unrelated

to the health or welfare of patients

need not be reported.

Who has access?

Certain entities are either

permitted to access the data bank

or are required to, subject to

penalties. All entities except an

individual accessing his or her own
file will be charged a user’s fee, in

an amount to be determined.

Hospitals

Hospitals must query the data

bank regarding all medical staff

applicants and, once every two

years, regarding JCAHO
credentialing standards. A hospital

that does not request an applicant

or reapplicant’s dossier will be

presumed to have knowledge of

any information reported to the

data bank.

Although the use of the

information is to be limited to

litigation resulting from an action

or claim against the hospital, the

release of adverse information

outside the confidential confines

of the peer review setting has
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serious ramifications, not the least

of which is a chilling effect on
thorough peer review. Obviously,

physicians will have little if any

control on a hospital’s

responsibility to query the data

bank.

Other health-care entities

Any health-care entity that is

considering employing, extending

privileges to, or otherwise entering

into an affiliation with a physician

may request and receive data from

the data bank. This includes

HMOs, ambulatory care centers,

medical groups and other entities.

Physicians

Physicians may access their own
files at any time without paying a

user’s fee. In addition, physicians

may receive a list of those who
have requested their files.

Physicians may find themselves

pressured to obtain their own files,

not by hospitals, which have data

bank access, but by insurance

companies and others who do not

have access rights.

Disputed or erroneous data

Extensive personal information

will be included in reports made to

the data bank to minimize the

possibility of confusing reports on
similarly named individuals. Thus,

home addresses, Social Security

numbers, dates of birth and other

personal data will be sought.

To permit for corrections, HHS
has stated that “to increase the

accuracy of the information in the

data bank, all reports which are

filed will be held for 30 days after

receipt prior to release to any

parties other than to the subjects

of the reports.”

The regulations emphasize that

physicians should take their

disputes up with the reporting

entity, not the data bank, and that

physicians have 60 days from the

date of which HHS mails a report

to the individual to dispute that

accuracy. However, HHS will hold

reports for 30 days before

distributing them to other entities.

Therefore, to dispute a report, the

subject must inform HHS and the

reporting entity in writing of the

disagreement and the basis for it;

request at the same time that the

disputed information be entered

into a “disputed status” and be

reported to inquirers as being a

disputed report; and attempt to

enter into discussion with the

reporting entity to resolve the

dispute.

If the reporting entity revises the

information, HHS will notify

others to whom reports have been

sent that the information has been

revised. It is not clear, however,

whether HHS will automatically

forward the revised data.

HHS also will review

information that is not revised but

is in dispute and determine

whether the information is

accurate or inaccurate, HHS will

send corrected information to the

previous inquirers but will not

delete the information from the

data bank. If HHS determines that

the information is accurate, HHS
will include a brief statement by

the physician or other health-care

practitioner describing the

disagreement concerning the

information and an explanation of

the basis for the decision made by

the HHS that the information is

accurate. Thus, dispute resolution

by HHS will be limited to the

issue of whether the report is

accurate and will not address

whether the decisions or actions

leading to the report were correct.

Therefore, even revisions that

would essentially constitute a total

reversal of the adverse action

originally reported will not cause

the original incorrect or overturned

report to be deleted from the data

bank. Presumably, once a report is

filed, it is part of the permanent
record.

Given the limited ability to

change reported information,

concern about the confidentiality

of the information in the data

bank is certainly warranted.

However, as stated in the Federal

Register, “the [HHS] Secretary

shares these concerns about

maintaining the confidentiality of

the information in the data bank
and will take measures necessary

to ensure the proper release of this

information. Since the data bank
has not been established at this

time, it is impossible to detail the

precise procedures which will be

used for the verification of the

identity of the requesters.”

The data bank’s impact

Because of the broad intake and
output of the data bank,

physicians must be alerted to its

operations. Given the effect this

national system can have on

individuals’ practices, physicians

must follow peer review procedures

to the letter to be certain that

proposed actions are accurate and

fair before reports are made.

The data bank will be operated

by Unisys Corporation, a

Pennsylvania management
information systems corporation,

under a contract with HHS.
Unisys will base the national data

bank operations in its Camarillo,

CA, facility. OSMA

Sne/son is director of the

California Medical Association’s

Division of Physician Contracting

and Medical Staff Affairs. For

more information about the

National Practitioner Data Bank,

call the OSMA’s Department of
Legal Services, (614) 486-2401.
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I want a

malpractice carrier

that knows how to

fight. That’s why
I’m with Medical
Protective.

At Medical Protective, fighting for our

doctors is our number one priority. We know
we’re not just insuring your finances. We’re
protecting your professional reputation, an

asset no amount of insurance can replace.

And when we go to battle, our winning
record is unsurpassed. The reasons are

simple.

First, no one knows more about defending

doctors than we do. We invented professional

liability insurance 90 years ago and have

been defending doctors ever since.

Second, since our inception we have

employed only the most experienced and
skilled malpractice lawyers in your area. We
will never waver from this commitment.

Third, commitment of this kind requires

financial strength and stability. With nearly

a billion dollars in assets and a continuous
A.M. Best A+ (Superior) rating, we don’t

have to make individual case decisions

based on the bottom line. We have the

financial clout to do whatever it takes to

serve our doctors.

If you would like this kind of aggressive

defense in your corner, don’t wait. Call The
Medical Protective Company General Agent
in your area today.

imwm

Americas premier professional liability insurer.

Offices in Cincinnati, David E. Bendel, (513) 751-0657 • Columbus, John E. Hansel,
Timothy D. Harrison, (614) 267-9156 • Perrysburg, Robert E. Stallter, (419) 874-8080 • Hudson, Edward J. Kupcho,

Daniel P. Woods, (216) 656-0660
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Avoiding Payment Pitfalls

The

10
Most-Asked

Questions About
Reimbursement

Part I

By Karen S. Edwards

O ver the past few years,

reimbursement issues have

quickly become one of the

biggest thorns in medicine’s side.

In the halcyon days of fee-for-

service, reimbursement was rarely a

problem. Patient entered practice,

physician performed service,

patient paid bill. Now, of course,

the physician is left grappling with

an assortment of public and
private carriers in an effort to get

paid.

Lately, the problem of how to

get paid — and by whom — has

grown worse. Medicare, Medicaid,

the Bureau of Workers’

Compensation, the Blues and
other private carriers have stirred

already muddied waters by setting

up policies, rules, regulations and
guidelines to which the physician

had better adhere if he or she

expects to see any payment this

side of the year 2000.

It’s not easy staying on top of

all these rules and regulations.

Some, like Medicare, seem to



Surviving the Reimbursement Jungle

“Coverage is a form

of trading services. It’s

a courtesy one

physician extends

another.”

change their policies annually.

Some you wish would change

never do. In the meantime, you do
your best — trying to stay afloat

and practice medicine as you tap

dance your way through forms,

paperwork and phone calls that

seem never to end.

No wonder the Ombudsman
office at the Ohio State Medical

Association receives, on an

average, 435 calls a month, asking

for help on reimbursement issues.

The questions are as diverse as the

membership — and each answer as

variable as the results from a

medical procedure. Nevertheless,

for the purpose of this article, the

Ombudsman staff has selected

what they believe are the 10 most-

asked questions about

reimbursement and have provided

some answers.

Don’t look for all 10 in this

issue. The questions are not simple

ones, so the answers are

necessarily long and in-depth.

They’re not complicated, but there

are those variables as well as

certain nuances that needed to be

raised. Therefore, this article

comes in two parts. This month,
we cover five of the questions,

next month, the remaining five,

and because reimbursement issues

continue to crop up — and change
— chances are you’ll be seeing

future articles on this subject on a

regular basis.

Of course, the answers printed

here are broad-brush responses to

the problem. Your situation may
be slightly different. If you’re not

sure whether or not the answer

applies in your case — of if you

have a question about the response

that is given, you are advised to

give the capable staff in the

Ombudsman office a call. They
may not be able to make your

reimbursement problems go away
— but they can certainly help you

reduce their size, and these days,

that’s help indeed.

We hope the following questions

and answers will help, too.

I
What is the

acceptable manner
of billing when a

colleague-physician

is covering for me on the weekend?
This is a question that primarily

affects Medicare since Medicare is

currently the only agency that

regulates this practice.

According to the Social Security

Act, it is fraudulent to bill for

services you do not personally

perform.

However, traditionally,

physicians have been billing for

inpatient visits (even though
colleagues have covered for them
in their absence) for years.

“Medicare has accepted this

practice for several reasons,” says

William Fry, director of OSMA’s
Department of Professional

Relations and Ombudsman
Services. He enumerates: “First of

all, it eliminates the need for two

claims to be filed (Medicare, it

seems, is as eager to cut down on
its paperwork as you). Second, the

procedure eliminates patient

confusion, and finally, it solves

any reimbursement problems for

the patient, if one physician

participates and the other does

not.”

Consequently, Medicare

concluded long ago that it was

practical to permit this type of

billing, and it has. That doesn’t

mean that you are not expected to

meet other requirements,

however.

If you are a physician who sees

Medicare patients and who has a

colleague cover for you during

occasional absences, you are

expected to follow the guidelines

listed below.

a. A note must be placed in the

patient’s medical record,

denoting the name(s) of the

physician(s) covering during the

absence;

b. The physician covering must

make chart entries of the

services provided the patient at

the time of the visit, and to be
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reimbursed, the visit by the

covering physician must be

medically necessary; and

c. The covering physician must not

bill for the services.

In fact, the covering physician

should not receive any

compensation at all for his or her

coverage — from either the patient

or the attending physician.

“Coverage is a form of trading

services,” explains Janet Shaw,

associate director. “It’s a courtesy

one physician extends another.”

While both Medicare and the

AMA supports this traditional

method of single-billing the

patient, you should know that the

Health Care Financing

Administration (HCFA) has this

particular issue under study now.

“We could see a change that

would make individual billing

mandatory,” says Fry. Both the

attending and covering physicians

would then be required to file a

claim to Medicare separately.

“The AMA and OSMA are

trying to defeat this proposal, but

it’s hard to know what will

happen,” says Fry.

At least, however, you’ve

received advanced warning.

How does

Medicare

determine who
will and won’t

be paid when more than one
physician is on the case?

Fact: Medicare has never been
required to reimburse more than

one physician for inpatient care for

the same diagnosis.

“They haven’t done it since they

started, and they never will,” says

Fry.

That doesn’t mean they won’t

pay a second physician, he hastens

to add — it’s just that there had
better be a second, separate

diagnosis listed on the chart that

warrants the services of another

physician (on an attending rather

than consultative basis), and that

these services are reasonable and

necessary.

Consider the case of a diabetic

patient who is admitted to the

hospital for heart disease.

Although cardiology is a

subspecialty of internal medicine,

it is feasible that the patient needs

the concurrent services of both the

internist and cardiologist while in

the hospital.

“The cardiologist treats the

heart disease, but without the care

of the attending physician treating

the diabetes, the quality of care

suffers,” explains Fry.

Medicare, then, will consider

reimbursing both physicians — but

proper documentation must be

made by each. In order for both

the cardiologist and internist to be

paid, the cardiologist should not

note the patient’s diabetes and the

internist should not note the

patient’s heart condition on any

reimbursement forms they

complete.

“Only list those diagnoses for

which you provide service,” says

Fry.

Medicare has designed a form

that will expedite your filing for

concurrent care, and those forms

are obtainable through the

Ombudsman office.

“Basically, the form helps you

document what Medicare wants to

see,” says Shaw. As with any

claim, of course, the more
information you can put on the

form the better, because any claim

on concurrent care is automatically

reviewed by Medicare’s medical

review department.

“Until 1987, concurrent care was
never a reimbursement issue,” says

Fry. Medicare simply denied

reimbursement and the patient was
left with the liability for non-

assigned claims. That year,

however, Congress’ “medical

necessity” law went into effect,

and everything changed.

“The medical necessity law was

designed to protect elderly patients

from physicians who charged for

what Medicare determined might

be ‘unnecessary’ services such as

hospital visits for concurrent care,”

says Fry. The problem was in the

eyes of Medicare (and, therefore,

in the eyes of the law). “Services

by more than one doctor during

the same time period” were

deemed unnecessary.

Consequently, after 1987,

physicians who attempted to

provide a patient with concurrent

care found themselves butting up
against the new law. They learned

that they could not be reimbursed

unless the patient signed an

advance notice form, before

treatment, that said, in essence,

“Medicare may determine that this

type of care will not be reimbursed

and you will be liable for the

charges.” Needless to say, the

advanced form notice has proven

to be neither a physician- or

patient-pleaser.

“In one case of concurrent care,

both physicians had been

reimbursed by Medicare, but after

review, one physician was denied

payment and had to refund the

entire amount he had received

from Medicare,” Fry recalls.

Which physician is denied

payment is entirely arbitrary. In

most cases, Medicare pays the

physician whose claim comes in

first.

Small wonder, then, that

concurrent care has become a

touchy issue for physicians. Both

Fry and Shaw insist, however, that

if proper documentation is made.

Medicare will consider reimbursing

both physicians for care. The key

is to obtain the Medicare form,

and to take care, when you

complete it, that you and your

associate don’t list treatment for

the same diagnosis.
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9
Should I participate

. in the Medicare

program?
This is a question full of anti-

trust implications, says Deborah
Bahnsen, JD, the department’s

newest associate, so what you will

see here is a list of advantages of

participation and the advantages

of non-participation — no
recommendations. The choice is a

personal one you must make —
based on your practice and your

expectations.

“Often, it’s purely an economic
question,” says Fry. “A physician

has to ask, if I participate, how
much of a write-off will my
practice be able to absorb?”

The first thing a physician needs

to determine before making a

decision on participating or not

participating, then, is his or her

present Medicare load. What
percentage of the practice, right

now, is Medicare patients? Second,

the physician needs to ask how
many of these patients he or she

can afford to accept on
assignment? Once these two

questions are answered, the

physician should have a better idea

as to whether or not he or she can

afford to participate.

The next step is to examine the

advantage of participating and not

participating in the Medicare

program.

Advantages of participating:

a. Reimbursement is made directly

to the physician.

b. A listing of the physician is

placed in the Medicare

directory.

“This can be a good reference

source if you are looking to

increase your Medicare patients,”

says Fry.

c. The elective surgery notice,

notifying patients of their out-

of-pocket expense for elective

procedures over the amount of

$500, is waived.

d. A customary amount can be

charged the patient (for

purposes of building a better

practice profile).

Advantages of non-participating:

a. Non-participating physicians can

collect up to the Maximum
Allowable Actual Charge

(MAAC). (Consequently, a

participating physician may be

writing off more than the non-

participating physician —
income he or she may need to

stay solvent.)

b. A non-participating physician

may accept assignment on a

claim-by-claim basis.

Participating physicians must
accept assignment on all

Medicare claims.

The decision, as already

mentioned, can be an economic

one — and all yours. Take a look

at your practice, and decide what’s

best for you.

4 What do I do when

^ a new physician

W joins the practice?

First things first.

“Make sure that the new
physician has been licensed by the

Ohio State Medical Board,” says

Fry.

As simple as that sounds, it’s

essential if your practice’s newest

provider wants to be reimbursed.

“As far as the carriers are

concerned, you can’t obtain a

provider number without a

license,” says Shaw, who adds that

ample time should be allowed in

getting that license. International

graduates need to be especially

sensitive to that advice since Ohio
requires them to take an oral exam
before they can be licensed as

physicians. The English tests

results can take up to six weeks to

get back — all factors that need to

be considered prior to the new
doctor’s arrival at your practice.

Obtaining a license is only the

first step, however. The next item

on the new physician’s agenda is

to send a letter to the carriers that

he or she has started practice.

Don’t even think about starting

this process without first following

step one, however.

And just because a license has

been issued, don’t assume the

carriers will track you down to

secure your business. “All contact

is physician-initiated. The new
physician has to begin the process

by writing the carriers,” she adds.

Letters of application should be

sent to all carriers — Ohio
Department of Human Services,

the Bureau of Workers’

Compensation, the Blues and

other commercial carriers. The
letter should include at least your

social security number, your

medical license number, your

specialty, practice location and
other information, ranging from

your telephone number to where

you went to medical school.

Again, be aware that this

process can take awhile. Medicare

may take as long as eight to 12

weeks before issuing its

identification number.

“Medicare has a very

complicated system,” explains Fry.

“They have to put profiles

together, and it can take a very

long time to process the

information.”

That’s why the Ombudsman
office says that, if you are

contemplating hiring someone, six

months is not too soon to start

planning — and a year is even

better.

Other factors to consider when a

new physician is coming into your

practice: Evaluate how the practice

will now bill the patient or the

carriers — as an individual or as a

group? (An additional tip: You

may want to check with your

malpractice carrier and notify
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them of the new provider in your

office. They’ll want to know.)

The Ombudsman staff is happy

to talk to new physicians. They
know which of the carriers have

applications you’ll need to fill out,

and they have Medicare

applications they can send to start

the process rolling. If you’re a new
physician, or one will be joining

you shortly in practice, give them a

call.

wm
Can a third-party

administrator tella me, the attending

physician, when
to discharge a patient?

These days, the decision

regarding the length of time a

patient remains in the hospital

seems to belong more to third

parties, or more precisely to

utilization review, than to you —
and in most cases, the perception

is an accurate one. In an attempt

to reduce health-care costs, third-

party administrators are “calling

the shots,” so to speak, by

applying pressures (usually

financial) to release your patient

before you think it’s time. Can
they do that?

“Obviously they are, and if

you’re asking can they exert

pressure to make you release your

patient early, the answer is you

bet,” says Bahnsen, who serves as

the department’s legal counsel.

But, she is quick to add, legally

these third-party carriers are

walking a thin line with their

demands. Although legal precedent

in this area is nearly non-existent,

there was a case five or six years

ago in California that paints the

picture of responsibility a little

more clearly. In the case of

Wickline vs. the State of
California, the appellate court

stated:

“Third-party payors of health-

care services can be held legally

accountable when medically
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“The doctor is

responsible to the

patient, and if harm
will come to the

patient by following

the carrier’s advice,

they should object.’’

inappropriate decisions result from

defects in the design or

implementation of cost-

containment mechanisms as, for

example, when appeals made on a

patient’s behalf for medical or

hospital care are arbitrarily ignored

or unreasonably disregarded or

overridden. However, the physician

who complies without protest with

the limitations imposed by a third-

party payor, when his (or her)

medical judgment dictates

otherwise, cannot avoid his (or

her) ultimate responsibility for his

(or her) patient’s care. He (or she)

cannot point to the health-care

payor as the liability scapegoat

when the consequences of his (or

her) own determinative medical

decisions go sour.”

As Bahnsen points out, the

California decision has no legal

authority in Ohio, but certainly it

indicates that the potential for

liability being imposed on a

physician who does not act as a

patient advocate is a real

possibility.

“In other words, I tell

physicians that the answer to this

question is no, because physicians

are the ones who are ultimately

responsible for their patient’s

care.’
’

She adds that she knows
bucking the system is difficult for

physicians who challenge

utilization review but it can’t be

helped.

“Yes, they (third parties) will

put pressures on; yes, they will

harass your staff, but the doctor is

responsible to the patient and if he

or she believes harm will come to

the patient by following the

carrier’s advice, they should

object.”

Physicians should also note their

objection on the chart, discuss it

with the patient’s family and with

the patient, if possible. Recognize,

however, that the patient must be

the one who ultimately makes the

continued on page 607
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Who
Can

Determine

Death?

By Karen Kirk



T he bizarre incident

of Carrie Stringfellow,

an elderly blind woman
woman who was nearly

embalmed by a Springfield, Ohio
mortician last August, recently

prompted the State Medical Board
to take steps to ensure that this

kind of incident is never repeated.

After several months of debate

with all concerned parties present

— the Ohio Department of

Health, county coroners,

firefighter’s association, funeral

directors, embalmers, nurses and
the OSMA — the State Medical

Board finally approved new rules

that became effective this spring

on who may relay vital signs to a

physician so that the physician

may determine whether death has

occurred. There had been a

weakness in the current system for

many years, says Deborah Nay
Bahnsen, JD, staff counsel for the

Department of Professional

Relations and Ombudsman
Services at the Ohio State Medical

Association. “Existing law allows

procedures to vary from county to

county and from situation to

situation, increasing the likelihood

of error,” she continues.

In the case of Carrie

Stringfellow, the operator of the

boarding home, Robbie Caldwell,

called the funeral director to pick

up Stringfellow when Caldwell

could not detect a pulse.

At the funeral home
Stringfellow’s murmurings startled

the mortician, who had been given

permission by Stringfellow’s family

to embalm her. The mortician

quickly called an ambulance and
had Stringfellow transported to a

local hospital. Ten days later, she

was transferred to the International

Order of Odd Fellows Home,
where she still resides. At the time

of this writing, Linda Goff,

director of nursing at Odd Fellows

Home, reported that Stringfellow,
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88, is doing “very well.”

The mortician had done nothing

illegal in this situation. He did

everything he was supposed to do,

according to the funeral board. A
funeral director has only to know
that a physician or coroner will

sign a death certificate at some
point, according to Webster Junk,

an inspector for the State Board of

Embalmers and Funeral Directors.

Ohio law does not require that a

physician view the corpse before it

is embalmed as long as a

competent observer can supply the

physician with enough information

to make a pronouncement of

death.

Questions were raised by medical

board members that maybe
physicians should view each body
to determine death. However, that

could mean that physicians would

be spending a great deal of time

viewing dead bodies instead of

tending to those patients needing

medical assistance, which in

smaller communities or rural areas

with a limited number of

physicians could be devastating,

Bahnsen explained. She pointed

out that Hamilton County worked

out an interesting arrangement,

where funeral directors (specifically

on expected home deaths) would
pick up the body, honk the horn

at a nearby hospital emergency

room, and a physician would come
out, take vital signs and pronounce
the person dead if appropriate,

from the curbside, thus eliminating

any emergency room fees, yet

allowing a physician to obtain the

information himself or herself as

to declaration of death.

“It’s not practical for a doctor

to be present every time somebody
dies,” said Sen. David Hobson, R-

Springfield, who worked feverishly

to put together new regulations.

“But what we’re trying to do is

find a better way to assure the

public that the people who are

relied upon to make the

. . what we’re

trying to do is find a

better way to assure

the public that the

people who are

relied upon to make
the determination (of

death) are competent

to do so.”

determination (of death) are

competent to do so.” Hobson met

on numerous occasions with

representatives of the medical

profession and the funeral home
industry trying to sort out the

situation during the past few

months.

Last year in Ohio, according to

the Ohio Department of Health,

there were 16,372 (or 16.4%) home
deaths with “home” signifying a

private residence or unlicensed

facility. Home ranks third as the

most common location of death

preceded by hospitals (62.9°7o) and
nursing homes (19.3%). The fact

remains, however, that it is

necessary to have a “competent

observer” available to relay

information to the physician so

that the physician may declare a

person legally dead.

For this reason, the State

Medical Board has approved a rule

that guides the physician in

pronouncing someone dead, or in

other words defines who may be a

competent observer. According to

Ohio law, only a licensed physician

may pronounce someone dead,

however the doctor does not need

to examine the body if he or she

can rely on information supplied

by a competent observer. Either a

death certificate, or a form that

states a death certificate will be

signed, must be signed by a

physician or coroner within 48

hours of declaration of death.

Competent observers are now
defined as:

• Registered nurses, licensed

practical nurses, physician

assistants, chiropractors,

podiatrists, osteopathic doctors

• EMT-A (basic level of care),

Advanced EMT-A (intermediate

level) and paramedics
• Interns, residents or clinical

fellows participating in accredited

programs
• Embalmers or funeral directors

holding a current license who have

been certified by the Board of

Embalmers and Funeral Directors

as having completed coursework in

vital signs or patient assessment.

The Carrie Stringfellow case

spurred new laws regarding

boarding homes, too, requiring

many such homes to be licensed.

Until now boarding homes did not

need a state license unless they

offered medical care or if more
than two residents required skilled

medical care. When state officials

continued on page 594
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What’s going on in other states?

T his is a summary of

responses OSMA received

from other state medical

societies concerning the definition

of a “competent observer” for the

purposes of relaying information

to a physician in order for the

physician to make a

pronouncement of death.

ARKANSAS — Arkansas statute

provides that a physician must
make the determination that death

has occurred. The statute provides

that the attending physician, if

available, should make the

determination. Physicians are not

required to view each body to

make this determination. Arkansas

law makes no reference to a

“competent observer.”

FLORIDA — Florida law requires

that a death certificate is required

in order to obtain a burial permit.

Death certificates must contain the

cause of death which may be

determined by any licensed

physician (MD or DO).
IOWA — Physicians are

authorized to make
pronouncements of death. Iowa

statute makes no reference to a

“competent observer” for the

purpose of transmitting

information to the physician.

KENTUCKY — Kentucky statutes

require that death be determined

using “usual and customary
standards of medical practice”

(KRS 446.400). This indicates that

a person with medical training

must make the determination that

death has occurred. Kentucky

statute allows this determination to

be made by physicians, dentists,

chiropractors or coroners. The
statute makes no mention of a

“competent observer.” Anyone
who can certify the cause of

death may pronounce death as

well.

MICHIGAN — Michigan law

requires that a physician make the

final pronouncement of death.

Any person may relay the

information to the physician.

MINNESOTA — Pronouncements

of death in Minnesota are made by

medical examiners and coroners.

The information may be relayed to

the coroner from any person.

MONTANA — Montana law does

not authorize anyone to “make
pronouncements” of death, as

such. Montana law states that a

“determination of death must be

made in accordance with accepted

medical standards.” This would
indicate that the determination of

death be made by medical doctors,

or if not, at least the standards be

medically established. “Any
person” having knowledge of the

fact of a death must furnish the

information he or she possesses

about that death to the

Department of Health and
Environmental Sciences or its local

registrar. However, the department

and its registrar are not necessarily

making the “final pronouncement

of death.”

NEW YORK — Physicians are

required to sign death certificates

in New York. New York has no
statute or regulation concerning

who may be a “competent

observer” for the purpose of

relaying information to the

physician.

NORTH CAROLINA — The
determination that a person is

dead is made by a physician

licensed to practice medicine

applying ordinary and accepted

standards of medical practice.

North Carolina has no statute

concerning a “competent

observer.”

SOUTH DAKOTA — South

Dakota statute states that the

licensed physician last in

attendance make and sign the

death certificate within 24 hours

of the death. When a physician is

not in attendance at the time of

death, the person in charge of the

body must contact the coroner or

the sheriff. When notified, the

coroner makes out the death

certificate from statements of facts

from relatives or others with

adequate knowledge.

TENNESSEE — A funeral

director or his or her agent who
first assumes control of the body
files the death certificate. He or

she obtains the personal

information from the next of kin

or other best qualified person.

Death certificates are completed

and signed by the physician in

charge of the patient’s last illness

within 48 hours of the death —
except where there will be an

inquiry by the medical examiner.

In the absence of the attending

physician, the certificate may be

completed by a physician

designated by the attending

physician or by the chief medical

officer in the institution where the

death occurred. OSMA

August 1990 593



Determination of Death

inspected the boarding home where

Carrie Stringfellow had lived they

were shocked to find it littered

with trash and reeking of stale

urine. Even wheelchair ramps did

not meet state standards. Much to

their surprise, medications from

prescriptions issued up to 17 years

prior were still being administered

to residents.

Rep. Jane Campbell, D-
Cleveland, was instrumental in

sponsoring a bill on adult care

signed into law August 15, 1989 by

Gov. Richard F. Celeste. This law

set standards for adult family

homes, which provide

accommodations to three to five

unrelated adults and adult group

homes, which serve six to 16

unrelated adults.

Competent
Observer

• Registered nurses, licensed

practical nurses, physician

assistants, chiropractors,

podiatrists, osteopathic doctors

• EMT-A, Advanced EMT-A,
paramedics

• Interns, residents or clinical

fellows

• Embalmers or funeral directors

holding a current license who
have been certified by the Board
of Embalmers and Funeral

Directors

So, the more than 5,000

unlicensed boarding homes in

Ohio had to be licensed. The law

carried a one-year grace period for

operators to meet licensing

standards and a two-year grace

period to meet fire and safety

standards, whereupon announced
and unannounced inspections

would take place.

Fortunately, the frightening

incident that happened to Carrie

Stringfellow should never happen
again in Ohio because the

“competent observer” will also be

a medically trained individual who,

with his or her qualifications, will

be competent to relay accurate

vital signs to the physician who in

turn will determine whether death

has occurred. OSMA

Columbus Academy institutes DNR policy

As more and more patients

demand that heroic measures not

be taken to prolong their lives,

both physicians and hospitals have

had to struggle with developing

policies that will reflect their

patients’ wishes while

simultaneously legally protecting

caregivers.

And while all hospitals in the

state of Ohio are now required by

law to have such guidelines, they

can vary among such institutions.

That’s why the Academy of

Medicine of Columbus and
Franklin County last year

developed its “Hospital

Resuscitation Status Policy,” a

guide for caregivers to follow

where DNR orders are concerned.

“What we’d like to do is set up

a community standard,” says Mary
Jo Welker, MD, a Columbus
family practitioner and a member
of the ethics committee that

devised the guidelines.

The committee, which looked at

a number of policies already

instituted in area hospitals as well

as the AMA’s policy, devised its

own guidelines because, Dr. Welker

says, some hospitals allow for a

“slow code,” where patients are

resuscitated but not ventilated.

Because most patients can’t be

resuscitated without receiving

ventilation, “there was concern

about it,” she says.

“We also noticed that there’s a

problem in transferring patients

from nursing homes to hospitals,”

she says, which led to the creation

of “Resuscitation Status Policy for

Nursing Homes.” The committee

hopes that the policy will eliminate

any confusion as to whether or

not a patient should be

resuscitated.

Ideally, Dr. Welker says, all

hospitals in the state of Ohio
would adopt the same policy, but

for now the Academy is primarily

concentrating on the Columbus
and Franklin County area. “We
thought it would be nice to have

community standards,” she

explains.

Physicians or hospital staffs

wishing to obtain a copy of the

guidelines should contact the

Academy of Medicine of Columbus
and Franklin County at (614)

766-6221. — Michelle J. Carlson
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LOSS AWARENESS BULLETIN

Reviewing Office
Procedures Helps Staff

Lessen Risk of
Professional Liability

Claims

T he role of the physician’s

office staff in maintaining

good patient relations is a

continuing effort. Here are some
reminders and recommendations
that may assist physicians in

reviewing their office procedures.

These can help promote better

relationships and avoid practices

that may lead to patient injury or

a medical malpractice claim.

• Make certain that the office

staff is familiar with policies

concerning the release of

medical records and
information. The focus should

be upon the physician’s

obligations and procedures for

responding to requests from a

patient’s attorney, from the

patient’s insurance company or

from the patient or family

member.
• Spell out what the staff needs

to know when legal documents
are served on the practice or on

the physician. The office staff

should know what to do — and
what not to do — upon receipt

of these documents, particularly

concerning time limits for

responding, the nature of

information provided, and
restrictions on fees for copying

patient records and responding

to subpoenas.

Ensure that employees know
they should never relinquish

original medical records or

release medical information

before obtaining advice from

the physician’s professional

liability carrier. In addition, the

physician needs to clearly

identify who on the staff is

permitted to submit any reports

to a professional liability carrier.

Summarize for the staff current

Ohio laws about obtaining

informed consent for invasive

procedures. While the physician

is directly and ultimately

responsible for obtaining

informed consent from the

patient, the staff should

nevertheless be familiar about

what is legally required and
what constitutes the process of

informed consent.

Outline the office staff’s

responsibilities in the task of

documentation. This can

include: how telephone messages

should be taken and

documented, what information

the office staff may obtain from

patients during each visit (such

as medical information, vital

signs, reasons for the visit);

notations regarding missed or

cancelled appointments;

medication refills; and any

advice from the doctor which is

passed on by the office staff to

the patient.

A listing of patient education

materials that are available from

continued on page 600.
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ABSTRACT
Study Objective: To examine the incidence of bacteremia

associated with emergent nasotracheal intubation.

Study Design: Non-randomized, controlled cohort trial dur-

ing 30 minutes post-intubation with limited in-hospital follow-

up.

Setting: Emergency care unit and inpatient setting of a terti-

ary care facility.

Patients: Emergency care unit patients with acute respiratory

distress necessitating non-elective emergency airway placement.

Measurements and Main Results: We studied 84 blood cul-

tures obtained from 21 patients intubated emergently. Fourteen

patients were intubated by the nasotracheal (NT) route and seven

patients were intubated orotracheally (OT) for comparison. Pre-

intubation and post-intubation blood cultures were obtained at

two to five, 10 to 15 and 30 minutes after intubation. Patients

were excluded if they had strong clinical evidence of pre-existing

bacterial infection, had received antibiotics within 48 hours of

presentation or were less than 16 years of age.

Of the patients that were NT intubated, 29% (4/14) of pa-

tients became bacteremic after intubation. All had negative pre-

intubation cultures. Organisms isolated were nasopharyngeal

florae and included: Streptococcus viridans, Veillonellae sp.,

aerobic diphtheroids, and other mouth florae. Of the seven

patients with OT intubation, six were culture negative. One was

excluded because of positive preintubation cultures secondary

to urosepsis. No patients in our study developed complications

that could be directly attributed to these organisms or to intuba-

tion alone.

Conclusions: The risk of bacteremia associated with emer-

gency nasotracheal intubation is substantial and is accompanied

by organisms that may produce serious morbidity in the patient

with valvular heart disease or compromised immunity. Our find-

ings suggest that, whenever possible, the nasotracheal route

should be avoided for emergency intubation in patients with val-

vular heart disease and if used, prophylactic antibiotics should

be strongly considered.

I

596 OHIO Medicine



KEY WORDS:
Airway Management, Endocarditis, Bacteremia, Nasotracheal

Intubation, Orotracheal Intubation

INTRODUCTION
As early as 1923, Lewis et al postulated that humans fre-

quently have benign transient bacteremias associated with low

morbidity, except in the compromised host or individual predis-

posed to retention of the organism secondary to structural val-

vular heart disease.
1 Despite the exponentially increasing number

of antibiotics available, bacteremia in these patients remains a

potentially life-threatening complication because of the risk of

endocarditis.

The American Heart Association, based primarily on two

studies,
2

' 3 has concluded that antibiotic prophylaxis is unneces-

sary with nasotracheal or orotracheal intubation because the risk

of associated bacteremia with the procedures is low (12% and

0% respectively).
4 The problems with these studies are multiple.

Patients were all stable pre-op patients. It is uncertain whether

patients were premedicated with atropine, which will dry the

mucosa, decrease secretions and possibly reduce the incidence

of tissue trauma and resultant bacteremia. In addition, many
of these patients were children with dental abscesses; preintuba-

tion blood cultures were not always obtained despite previous

findings that individuals with abscessed teeth have an increased

incidence of spontaneous bacteremia. 5 All studies were done elec-

tively in sterile controlled surgical environments by anesthesiolo-

gists in relatively healthy young patients.

In light of the above methodology problems and uncertain

clinical correlation with traumatic emergent NT intubation, the

incidence of bacteremia with emergent NT intubation may be

higher than previously reported for elective intubation. We
prospectively assessed the risk of bacteremia associated with

emergent NT intubation as compared to a group of emergently

intubated patients by the OT route, to enable us to better define

the need for antibiotic prophylaxis in this critically ill population.

METHODS
Patients with acute respiratory insufficiency requiring emer-

gent intubation were entered into the study between June of 1987

and January of 1988. The study population was drawn from
patients brought to Akron General Medical Center’s Emergency
Care Unit with severe respiratory compromise necessitating either

acute NT intubation or OT intubation. Patients were excluded

from the study if they had any of the following findings sugges-

tive of pre-existing infection: fever >38.5°C, WBC >20,000
cells/mm 3 with more than 20% immature forms, WBC count

< 3,000 cells/mm 3 or SBP < 100 mmHg with suspicion of bac-

teremia by history (preceding rigors or urinary tract symptoms
in the elderly). Patients who were taking antibiotics or who had
received antibiotics in the 48 hours prior to intubation were also

excluded as were patients less than 16 years of age. Patients who
required other emergency invasive procedures such as Foley

catheterization or central line placement were not excluded from

the study. Careful documentation was made regarding the time

of intubation and of other invasive procedures, such as the time

of Foley catheter placement, relative to blood culture procure-

ment. Urine and sputum samples were also routinely cultured.

After the decision to intubate had been made, informed con-

sent was obtained from the patient or family member in a

deferred fashion. The skin site for obtaining blood cultures was

prepared with copious amounts of povidone iodine followed by

an alcohol skin cleanser. Ten mis of venous blood was then

obtained by a catheter-over-needle venipuncture. This site was

heparin-locked with 5 mis of heparin and was used only for fur-

ther blood cultures.

The decision whether to use NT versus OT intubation was

left to the clinical judgment of the treating physician. Naso-

tracheal intubation was usually reserved for those patients with

severe respiratory distress or airway compromise who were still

able to partially ventilate spontaneously on their own. Use of

local nasal anesthesia and topical vasoconstrictors was permitted

at the physician’s discretion. After intubation, further cultures

were obtained by carefully prepping the rubber cap of the

heparin-locked line with alcohol, flushing the line with 10 ml

of normal saline and drawing 10 mis of blood from the line.

Blood cultures were obtained prior to intubation and at two to

five minutes, 10 to 15 minutes and 30 minutes after intubation.

If the blood could not be obtained from the indwelling lines,

a second venipuncture site was obtained at the physician’s discre-

tion. Five mis of blood was placed into an aerobic culture bottle

and 5 mis of blood was then placed into an anaerobic container.

After intubation, a sputum sample and urinalysis were also sent

to the lab for culture and sensitivity.

All cultures were processed in the microbiology laboratory

by personnel who had no knowledge of the mode of intubation.

Both aerobic and anaerobic bottles were visually inspected daily.

Bottles were subcultured at 48 hours unless positive earlier. If

cultures appeared sterile after seven days, subcultures of both

the aerobic and anaerobic bottles were performed. The aerobic

bottles were subcultured on chocolate agar and incubated in C0 2

jars for an additional 48 hours before reporting out as a negative

culture. The anaerobic bottles were subcultured on blood agar

and incubated under anaerobic conditions for an additional 48

hours before reporting out as negative. All positive bacterial iso-

lates were identified at our lab using standard microbiologic tech-

niques.

All discharge summaries and progress notes were reviewed

to assess for evidence of: morbidity associated with the proce-

dures, possible septicemia during the time of intubation unre-

lated to the procedure itself, and infections directly attributed

to the procedure, such as tracheitis, endocarditis or pneumonia.

Also evaluated was the incidence of fever, the number of hospital

days per admission, and the mortality rates between the NT and

OT groups.

RESULTS
Twenty-one patients with acute respiratory insufficiency

necessitating emergent intubation fulfilled eligibility criteria and

were entered into the study. Table I summarizes the characteris-

tics in the two study groups.

Seven patients were intubated by OT tube and had a mean
age of 72.3 years with a range from 59-88 years. Five patients

were male and two were female. The average tube size used for

intubation was an 8 French NT/OT tube. Senior level (post-grad-

uate, year three or four) emergency medicine or internal medicine

residents performed all intubations except one, which was per-

formed by an attending emergency physician. Five of the seven

patients expired after admission, and the average hospital stay

for the group was five days. All seven patients with OT intubation

August 1990 597



Medical Writing Contest

TABLE 1 Characteristics and Incidence of Intubation-Induced Bacteremia in

Nasotracheally Intubated (NT) and Orotracheally Intubated (OT) Patients

Hospital Blood Cultures

Pts Age Days Fever Death Positive (%)

NT 14 67.2 7.6 9 2 4/14 (28.6%)
OT 7 72.3 5.8 2 5 0/7 ( 0.0%)

were culture negative after the procedure except one patient who
had positive pre-intubation cultures secondary to urosepsis.

Fourteen patients were intubated by the NT route with a

mean age of 67.2 years and a range from 29-88 years. Eight

patients were male and six were female. The average tube size

used for intubation was a 7 French NT/OT tube. Senior level

(post-graduate, year three or four) emergency medicine or inter-

nal medicine residents performed all the NT intubations. The
average hospital stay was 7.6 days, and two patients expired. All

the patients intubated by NT had negative pre-intubation cul-

tures.

However, after intubation 29% (4/14) of the population be-

came bacteremic. The organisms isolated were nasopharyngeal

florae (no contaminants) and included: Streptococcus viridans,

Veillonellae sp., aerobic diphtheroids, and other mouth florae.

Some patients had a delayed bacteremia occurring as much as

30 minutes after intubation. The reasons for intubation in the

culture-positive group included drug overdose, closed head injury

and cerebrovascular accidents. All intubations were uncompli-

cated with the exception of three nasotracheal intubations which

were labelled as traumatic by the physician managing the airway.

Two out of three of these intubations had positive post-intuba-

tion cultures.

Of the 84 cultures taken in both groups, 20 pre-intubation

cultures were negative for bacteremia, and the one patient with

a positive pre-intubation culture was excluded. In the orotracheal

intubation group, no post-intubation culture was positive for

growth (0/21). However, 12% (5/42) of all cultures obtained were

positive for bacteremia during nasotracheal intubation and at

least one culture was positive in almost 30% of the patients

intubated nasotracheally.

When both groups were evaluated for possible morbidity

secondary to the intubation procedure, no evidence for endocar-

ditis, tracheitis, pneumoniae, sinusitis or other localized infec-

tious processes was found. Fever (T >37.8°C) was found in 64%
(9/14) of the NT group compared to 17% (1/6) of those patients

intubated by OT. The etiology of the temperature elevation was

often obscure and largely attributed to possible aspiration pneu-

moniae. Follow-up blood cultures remained negative in both

groups and cultures of urine and sputum were not diagnostic.

DISCUSSION
The purpose of this study was to determine the incidence

of transient bacteremia associated with emergent nasotracheal

intubation and to evaluate subsequent complications. Previous

studies have looked only at the risk of bacteremia following elec-

tive procedures. Berry et al studied 25 patients undergoing elec-

tive orotracheal intubation and 25 patients undergoing elective

nasotracheal intubation for general anesthesia prior to dental

surgery. 2 None of their patients undergoing intubation by the

orotracheal route developed bacteremia, but 10% (4/25) under-

going elective nasotracheal intubation developed a transient bac-

teremia following the procedure. The microorganisms isolated

in the four bacteremic patients were similar to our study and

included aerobic oropharyngeal flora. In a similar study of 34

children undergoing nasotracheal intubation during general anes-

thesia for dental surgery, 12% (4/34) developed a transient bac-

teremia. 6 This was in contrast to a 64% incidence of bacteremia

following dental extraction.
7 The bacteria isolated in the latter

study included aerobic and anaerobic microorganisms, including

Bacteroides species and alpha-hemolytic streptococci, which are

known to cause endocarditis in persons with valvular heart

disease. 8

An earlier study by Gillespie et al compared the complica-

tions of orotracheal and nasotracheal intubation. 9 They found

that nasotracheal intubation was associated with a higher inci-

dence of minor respiratory sequelae than orotracheal intubation

and that the complication rate was increased in the presence of

pre-existing respiratory disease. However, bacteremia was not

investigated in their study.

Gerber et al, in a more recent study, investigated 50 patients,

34 undergoing elective orotracheal and 18 nasotracheal intuba-

tion.
3 None of their patients undergoing nasotracheal and only

one undergoing orotracheal intubation developed bacteremia.

They suggested the incidence of transient bacteremia and thus

risk of subsequent bacterial endocarditis is so low in patients

undergoing elective, direct vision, atraumatic intubation that use

of routine prophylactic antibiotics is not warranted.

Based primarily on these elective intubation studies, the

American Heart Association has not recommended antibiotic

prophylaxis during or after these procedures. 4 However, the basis

for their recommendation relies on stable pre-operative patients

undergoing elective intubation under controlled conditions and

after premedication. Previous studies have not considered emer-

gent intubation in which trauma to the nasopharyngeal mucosa

is likely to occur.

In our study, all patients underwent emergent intubation by

either the orotracheal or nasotracheal route in the acute emer-

gency room setting. The results indicate a higher incidence of

bacteremia with NT intubation, probably as a direct consequence

of trauma to the nasopharyngeal mucosa. No bacteremia was

found with emergent orotracheal intubation.

Some selection bias inevitably entered into our study, as

patients that were completely apneic, and therefore more critical-

ly ill, were orotracheally intubated. OT patients did not exhibit

bacteremia, making the procedure, rather than level of illness,
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the critical factor in inducing bacteremia. Contamination of

blood by site contamination or from other ongoing procedures

is also unlikely, since the organisms isolated were mouth florae

organisms not likely to be isolated from the skin or from the

urine. The microorganisms isolated in our study were similar

to those seen in earlier studies by Berry et al .

2 A polymicrobic

bacteremia was seen in some patients. Follow-up blood cultures

showed spontaneous clearing of the bacteremia, and no clinical

evidence of post-procedure endocarditis was found. However,

many of the microorganisms isolated in our study have the po-

tential to cause bacterial endocarditis in high-risk patients with

pre-existing structural heart disease or valvular prostheses.

Since the incidence of endocarditis associated with bac-

teremia is small, a large population would be needed to prove

an association between NT intubation and endocarditis. How-
ever, the incidence of bacteremia induced by nasotracheal intuba-

tion raises serious questions about the advisability of antibiotic

prophylaxis in patients most pre-disposed to endocarditis, i.e.,

those with structural heart disease or prosthetic devices under-

going emergent nasotracheal intubation. Our findings suggest

that, whenever possible, the nasotracheal route should be avoided

for emergency intubation in patients with structural heart disease

and if used, prophylactic antibiotics should be strongly con-

sidered.
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Loss Awareness

the office can be helpful. It also

is important to instruct the staff

on ways to document the receipt

of these materials by patients.

• A listing of specialists to whom
the physician generally refers

patients can be helpful for the

office staff, including office

hours, and telephone numbers
and other information that can

facilitate the referral process.

• New employees need to be

familiar with: billing and
collection policies; fees charged

for special services; how to

respond to questions about fees;

and who is permitted to

authorize adjustments in fees.

Equally important is identifying

who on the staff may respond

to any complaints from patients

about fees, medical care or

office policies.

• Another key area: effective

procedures for filing and
tracking incoming lab or X-ray

test results — and a system for

notifying patients of the results.

All patients should be contacted

about their test results — or be

asked to call the office for this

information. All telephone

contacts concerning notification

of test results should be

documented.

Because of the potential for

miscommunication or error, it is

not prudent to tell patients that

they will be notified only if test

results are abnormal. The
physician should initial all

incoming reports — including

those from consulting physicians

— before these items are filed.

Internal assessments of a

medical practice’s loss awareness

efforts — when conducted by the

physician and his or her staff —

often produce multiple benefits.

Completed on a regular basis,

office reviews can determine if

procedures and practices are

sound, and if they are effective as

a layer of protection against

exposure to unnecessary risks.

In addition, when office

procedures are reviewed and

updated routinely, the process can

serve as a reminder of basic

policies for established employees
— as well as a way to familiarize

newer staff members with the

physician’s office systems and
policies. OSMA

The Loss Awareness Bulletin is

provided each month through the

OSMA Task Force on Professional

Liability and its subcommittee on

Loss Awareness.
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College of Medicine, 1943; age 74;

died May 7, 1990; member OSMA
and AMA.

THOMAS K. HUGGINS, MD,
Gabon; Ohio State University

College of Medicine, 1958; age 56;

died May 18, 1990; member
OSMA and AMA.

GEORGE K. HUGHES, MD,
Columbus; Ohio State University

College of Medicine, 1938; age 76;

died June 7, 1990; member OSMA
and AMA.

BEN E. JACOBY, MD, Columbus;

Case Western Reserve University

School of Medicine, 1940; age 75;

died May 25, 1990; member
OSMA and AMA.

CHARLES JONES, JR., MD,
Toledo; Medical College of

Virginia Commonwealth University

School of Medicine, Richmond,
VA, 1943; age 72; died April 28,

1990; member OSMA and AMA.

RUSKIN B. LAWYER, SR., MD,
Columbus; Ohio State University

College of Medicine, 1925; age 93;

died June 9, 1990; member OSMA
and AMA.

ROBERT T. LEEVER, MD,
Waverly; Ohio State University

College of Medicine, 1931; age 83;

died May 26, 1990; member
OSMA and AMA.

ISADORE MILLER, MD,
Urbana; University of Cincinnati

College of Medicine, 1939; age 76;

died May 17, 1990; member
OSMA and AMA.

OLOF H. PEARSON, MD,
Scarborouth, ME; Harvard
Medical School, Boston, MA,
1939; age 77; died May 25, 1990.

ROGER W. SHERMAN, MD,
Mentor; University of Wisconsin

Medical School, Madison, WI,

1964; age 52; died May 20, 1990;

member OSMA and AMA.

WATSON H. WALKER, MD,
Columbus; Meharry Medical College,

Nashville, TN, 1944; age 72; died May
29, 1990; member OSMA and AMA.

MEDICAL OFFICERS
(Occupational Medicine)

The U.S. Air Force Medical Center, Wright-Patterson Air Force

Base, currently has three civilian medical officer vacancies in its

Department of Occupational Medicine. Two positions are located at

Wright-Patterson Air Force Base near Dayton,Ohio. The first posi-

tion, a GM-602-15 position with a salary range of $66,498 to

$78,108, is responsible for planning and directing professional

aspects of occupational and preventive medicine programs for

38,000 military and civilian employees located at the base and three

operating locations. The second position, a GS-602-13 position

with a salary range of $55,309 to $67,837, provides patient care,

performs physical exams, and diagnoses occupational accidents,

illnesses, and/or hazards. The third position, a GM-602-1 4 position

with a salary range of $61 ,378 to $76,1 83, is located at Newark Air

Force Base east of Columbus, Ohio, and is responsible for planning

and directing the occupational health program for Newark AFB. In

addition to basic salary, a physician’s comparability allowance of

$1 1 ,000 per year may also be available for each of these positions.

Qualifications include the degree of Doctor of Medicine or Osteopa-
thy, license to practice medicine, completion of an internship or

residency program, and professional work experience or graduate

training in occupational health programs. Board eligibility or certifi-

cation in occupational medicine is required for the GM-602-15
position.

Specific details concerning the duties, qualifications and applica-

tion procedures for the positions at Wright-Patterson may be
obtained by contacting:

2570 ABW/DPCFE
SL-90-2/3 (69)

Wright-Patterson AFB OH 45433-5000
telephone (513) 257-8305

Information concerning the position at Newark may be obtained

by contacting:

2803 ABG/DPCF
AGMC-0001 (69)

Newark AFB OH 43057-5000
telephone (614) 522-7465

Applications will be accepted at the above addresses until the

positions are filled. U.S. citizenship is required.

THE UNITED STATES AIR FORCE IS AN EQUAL OPPORTUNITY EMPLOYER
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ON ROUNDS

Complications of

Acute Appendicitis

i

By Mark D. Epstein, MD

T he first illustrations

depicting the appendix were

credited to Leonardo da

Vinci in 1492. Berengario da Carpi

gave the first anatomic description

of the appendix in 1521. Lorentz

Heister reported a perforated

appendix and resultant abscess at

the autopsy of an executed

criminal. Baron Guillame

Dupuytren maintained that the

cecum, rather than the appendix,

was the source of right lower

quadrant inflammation in the

1800s, and several surgeons

performed successful surgery for

appendiceal abscess. In 1886,

Reginald Fitz ascribed the

appendix as the etiology of right

lower quadrant pathology, and
described the presentation,

diagnosis and treatment: surgical

intervention. In 1894, McBurney
brought forth appendectomy,

rather than drainage as the

treatment of choice. Currently,

appendectomy is the most

commonly performed emergency

surgical procedure.

Although mortality following

appendectomy is now less

frequently seen, mortality still

approaches 1.2% according to

recent reports, with complication

rates as high as 20%. Little

progress in lowering the overall

602

morbidity and mortality of

appendectomy has been made since

the advent of antibiotic therapy. If

the incidence of perforation could

be reduced by earlier diagnosis, the

complication rate of appendectomy
could be expected to decline.

Diagnosis

The “typical presentation” of

acute appendicitis is often atypical.

Fowler set four diagnostic criteria:

sudden clinical onset, initial

epigastric/periumbilical pain,

nausea and vomiting after the

onset of pain and right lower

quadrant rigidity.

The order of occurrence of the

symptoms is of utmost importance

in diagnosis. First described by J.

B. Murphy, the sequence of events

are:

1. Pain, usually epigastric or

periumbilical

2. Anorexia, nausea or vomiting

3. Tenderness somewhere in the

abdomen or pelvis

4. Fever

5. Leukocytosis

As local parietal peritoneal

inflammation increases, the pain

migrates to the right lower

quadrant, becoming sharper and

more intense.

With regard to the retrocecal

appendix, pain is usually less, and

is often from the first felt only

locally. Vomiting is less frequent

and muscular rigidity is less

impressive.

The early symptoms of an

attack of appendicitis when the

appendix is situated in the pelvis

are similar to those which ensue

when it is situated above the pelvic

brim, with the exception that

rigidity of the right iliac region of

the abdominal wall is seldom

present in the early stages and that

the pain is more frequently felt in

both the left and right iliac fossae.

The perforated pelvic appendix is

one of the most easily overlooked,

and therefore one of the most

dangerous conditions that may
occur in the abdomen. The reason

is as the appendix is unruptured

and tense, the pain due to the

distention and peristaltic

contraction is severe, and felt in

the epigastrium, or umbilical area.

When rupture occurs, the

epigastric pain diminishes and

local pelvic peritonitis results on

the right side of the pelvis or at

the bottom of the pouch of

Douglas. This is usually

unaccompanied by rigidity of the

lower abdominal muscles, nor is

there usually significant pain and

the patient may feel better. Three

or four days later, either a large

OHIO Medicine



pelvic abscess ensues, or the

inflammation will track upwards

toward the general peritoneal

cavity with peritonitis.

In patients who present late, and
sufficient attention is not paid to

the history, the pre-rupture stage is

missed. It is essential to diagnose

the ruptured appendix before

peritonitis has extended up the

peritoneal cavity. It is important to

pay attention to the anatomical

position of the pelvic appendix,

which lies in relationship to the

rectum and bladder. Irritation of

the bladder or rectum may be

signified by pain or frequency on
urination, pain on defecation,

tenesmus or diarrhea. A tender

mass is usually readily evident on

rectal exam.

A leukocytosis is common with

acute appendicitis, usually greater

than 13,000. This, however, is not

uniformly seen as some patients,

particularly early in the course of

their disease, may have a normal

WBC and differential. In the

pregnant patient, a mildly elevated

WBC is even less useful as there is

often a leukocytosis seen in

pregnancy.

An abnormal urinalysis (>
4WBC or > 4 RBC/HPF) may
lead some away from the diagnosis

of acute appendicitis. This finding

is seen in 20%-30% of patients

with acute appendicitis and half of

those patients will be found to

have an inflamed or ruptured

appendix in proximity to the

urinary tract (retrocecal or pelvic

position). The hematuria may be

secondary to a local inflammatory

reaction in the bladder and no
generalized cystitis. Some patients

may even present with acute

urinary retention due to

obstruction of the prostatic urethra

by a pelvic inflammatory mass,

abscess, sphincter spasm, prostatic

congestion or bladder dysmotility.

Abdominal X-rays are usually of

little help in the diagnosis of acute

appendicitis unless a fecalith is

seen.

Technique

The standard right lower

quadrant “McBurney” muscle-

splitting incision has changed little

over the years save for minor
variations or extensions (Rockey,

Davis, Weir). The incision should

be placed over the point of

maximum tenderness, since there is

considerable individual variation in

the location of the appendix. If

perforation with an abscess is

suspected, the patient should be

examined under anesthesia. The
incision should be made over a

palpable mass, if present. In

elderly patients, particularly when
the diagnosis is not entirely clear,

a lower midline approach may be

more advantageous, as sometimes

the pathology may reside with the

sigmoid colon, particularly

diverticular disease.

A commonly debated technical

point regards management of the

appendiceal stump. The choices

are simple ligation alone, inversion

alone or ligation and inversion.

Most authorities agree that

inversion alone is undesirable. If

the pursestring suture disrupts or

the stump evaginates, a fecal

fistula will result. In addition,

there is no hemostasis at the

stump and bleeding may result

with the requirement for re-

exploration and ligation of the

stump. Street (1988) examined the

records of 886 patients who had

undergone appendectomy over a

five-year period. For those patients

with acute gangrenous and
perforated appendicitis, he found

that 5/87 patients treated by

ligation and inversion were re-

explored for adhesive bowel

obstruction, whereas none of 106

patients treated by simple ligation

obstructed. Sinha (1977) reviewed

643 patients who had undergone

appendectomy and reported a 16%
wound infection rate with ligation

and stump inversion, but only a

6% infection rate with ligation

alone. The reason for this is

hypothesized as follows — there

may be a higher incidence of

stump abscess, and in addition,

stump inversion shields organisms

from peritoneal defense

mechanisms.

Complications

Perforation and Mortality

The mortality associated with

non-perforated acute appendicitis

has been reported to range from

zero to 1.2%. In perforated

appendicitis, this figure rises to

8.5%, with complications running

20%-30%. Little progress has been

made in lowering these figures

since the advent of newer

antibiotics. The best way to lower

the mortality and morbidity is

with earlier diagnosis. Associated

medical illness contributes

significantly to postoperative

mortality. This is reflected by a

reluctance to operate on the poor-

risk patient, resulting in

perforation in a patient least able

to tolerate it. Factors associated

with increased mortality in

perforated appendicitis include:

1. Extremes of age

2. Peritonitis or abscess extending

out of right lower quadrant

3. Delay in seeking treatment or

making the diagnosis

4. Concomitant medical disease

(diabetes, cancer, coronary

artery disease, hypertension

obesity, COPD)
Perforation is least common in

the group with the highest

frequency of appendicitis (10-20

years). The highest incidence of

perforation is seen in patients

<10, >90 years of age. These

differences may be due not just to

August 1990 603



On Rounds

differences in timing of surgical

treatment, but also to real

differences in the biology of the

disease; for the same duration of

symptoms, the perforation rate

increases at the extremes of age.

Pathologic examination suggests

sclerosis of appendiceal arteries,

mucosal atrophy, luminal

narrowing from previous

subclinical infection and decreased

lymphoid tissue all contribute to a

more fulminant course in the

elderly.

Delay in treatment is also a

factor in perforation. The delay

from admission to operation has

been de-emphasized. Silberman

found that 79% of patients

underwent operation within six

hours of admission, and 93%
within 12 hours of admission.

Koepsell found that the length of

the prehospitalization phase

strongly correlated with the

frequency of perforation. The
elderly tended to wait twice as

long as younger patients. The need

for early exploration in the patient

suspected of having acute

appendicitis is even more
imperative in the individual with

concomitant medical disease.

Suspicion for perforation should

increase when othe duration of

symptoms exceeds 24 hrs,

temperature > 38° C, WBC >
15,000 and when localized right

lower quadrant symptoms progress

to generalized peritonitis.

Treatment of Perforated Appendix

The patient should be fluid

resuscitated, given antibiotics and
explored. The gold standard is

appendectomy. Drainage has

become a controversial issue. It is

futile to try to drain the peritoneal

cavity. Drains are walled off in six

to 24 hours where they then act as

a portal of entry for

microorganisms. Management of

the wound is similarly

controversial. If the wound is

closed, one risks a 20%-30%
chance of wound infection. Others

prefer to close the muscle and
fascial layers but leave the skin

open, opting for either delayed

primary closure or healing by

secondary intention.

Management of Appendiceal

Abscess

Appendiceal abscess rather than

diffuse peritonitis results when the

perforated appendix is walled off

by adjacent omentum and viscera.

These abscesses are rare, seen in

less than 5% of cases of acute

appendicitis. This entity should be

suspected in patients with a history

of symptoms greater than 24 hours

associated with a fever,

leukocytosis and a right lower

quadrant mass. Due to guarding,

the mass may only be evident

under anesthesia.

Most surgeons favor drainage of

the abscess with interval

appendectomy six to eight weeks

later. Drainage may be

accomplished under CT or

ultrasound guidance, or

operatively. If operative drainage is

elected, appendectomy should be

performed only if technically

simple, not requiring extensive

dissection and disruption of the

abscess wall. The risk of recurrent

abscess is 10%-20%, which

justifies elective interval

appendectomy in all but possibly

the poorest-risk patient. Interval

appendectomy is not without risk

either. Complications may be as

high as 19% — most commonly
wound infection and fecal fistula.

The interval appendectomy was

first advocated by Murphy in 1904.

There are three good reasons for

proceeding with an interval

appendectomy. First, one needs to

rule out a cecal malignancy. This

can and should be done with a

barium enema or colonoscopy

prior to appendectomy. Second,

there is a 20% risk of recurrent

appendicitis in six months. Lastly,

an interval appendectomy allows

one to rule out more serious

disease in the right lower

quadrant.

Wound Infection

Wound infection is the most

common complication following

appendectomy, occurring in up to

30% of patients. The chance of

infection correlates strongly with

the degree of appendiceal

inflammation. The most common
organisms isolated are E. coli and
Bacteroides fragilis.

Various antibiotic regimens have

been studied, certainly the best

results were reported in trials

where the above named organisms

were covered. Irrigation is a useful

adjunct although in and of itself

used alone has never proven to

reduce the incidence of wound
infection.

Probably the best way to prevent

wound infection is meticulous

surgical technique. Careful

handling of tissue, avoidance of

contact between the appendix and

the wound and careful hemostasis

are paramount in decreasing

wound-related complications.

Gaffney (1984) reported 100

consecutive cases of appendicitis

(53 acute non-perforated, 47 acute

associated with abscess, perforated

or gangrenous) for which only one

wound infection was sustained in

the latter group. All wounds were

primarily closed. Protective wound
packs soaked in Hibitane were

sutured in place upon opening the

peritoneum. No drains were

brought out the wound. Closure

was performed with monofilament

non-absorbable suture. The
appendiceal stump was inverted.

Abscesses were drained by a closed

suction drain brought out through

a separate stab wound and

removed at 48 hours. Broad

spectrum antibiotics were used to

cover gram negative aerobes and

I
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bacteroides. Special precautions

were taken to avoid contact

between the wound and the

appendix.

On draining the peritoneal

cavity:

“Once the seeding source for

the peritonitis is removed, it

seems quite illogical to place

a foreign body in a sea of

purulent material, especially

when it is not localized.”

William Silen

Pelvic Abscess

Pelvic abscess following

appendectomy for perforated

appendicitis is not uncommon,
with an incidence from 1.4%-18%.

Pelvic abscesses usually manifest in

five to 10 days postoperatively as

fever, abdominal discomfort, pain

on defection or urination or

diarrhea. On rectal exam, a mass

can be felt anteriorly.

The treatment is drainage and
antibiotics. Open transabdominal

drainage is not indicated as the

infection will be disseminated

throughout the abdomen.
Effective, safe transabdominal

drainage can be afforded

percutaneously using CT guidance.

The resolution of the abscess

cavity can be followed with repeat

scans or an abscessogram through

the catheter. When the cavity is

collapsed and the drainage stops,

the catheter may be removed.

Patients with multiple abscesses,

those with loculations making
complete evacuation impossible

and those with collections out of

safe reach by percutaneous

methods will require operative

drainage. Transrectal drainage is

the favored route for operative

drainage. If the abscess is lateral,

cannot be reached transrectally or

other indications simultaneously

exist to explore the abdomen, then

a transabdominal approach is

acceptable.

Effective drainage requires an

adequate opening and dependency.

The rectum is the most dependent

organ of the peritoneal cavity. The
question arises as to why
transrectal drainage does not

promote pelvic sepsis. First,

increased intraabdominal pressure

with defection will empty the

rectum and the abscess cavity.

Secondly, pus usually contains

about 10 8 organisms/gram, fecal

material about 10
9

organisms/gram. The indication

for transrectal drainage is a

specifically digitally palpable

midline fluctuant mass in the

middle or upper rectum.

Relaxation of this requirement will

invite injury to the small bowel,

bladder or ureters.

To drain a pelvic abscess

transrectally, aspirate the mass first

to confirm the diagnosis and
obtain material for culture. The
opening can be enlarged with a

hemostat and then loculations

broken up digitally. A drain is

inserted and left in for two to five

days.

Abscesses may develop elsewhere

in the peritoneal cavity,

particularly the subphrenic or

subhepatic spaces. Unsuccessful

percutaneous drainage or

persistence of sepsis following

percutaneous drainage is an

indication for operative drainage.

Hepatic Abscess and Portal

Pyelothrombophlebitis

In 1938, Ochsner reported

appendicitis as the etiology of

hepatic abscess in 34% of patients.

Since the advent of modern
antimicrobial therapy, that figure is

less than 10%. Biliary tract disease

has replaced appendicitis as the

most common etiologic agent.

Fifty years ago, the type of

intrahepatic infection was

represented by multiple

intrahepatic abscesses and septic

pyelothrombophlebitis. Patients

presented with high fever, jaundice

and gram negative septic shock.

Mortality exceeded 95%. Treatment

consists of antibiotics and
supportive care. Since modern
antibiotic therapy, the clinical

picture is usually that of a solitary

hepatic abscess. A spontaneously

resolved episode of acute

appendicitis or appendiceal abscess

should be considered in the

differential diagnosis of a patient

presenting with an intrahepatic

abscess of unknown etiology.

The clinical presentation of

hepatic abscess includes right

upper quadrant pain, fever, chills,

weight loss, anorexia and a tender

liver. Jaundice may or may not be

present. The alkaline phosphatase

and WBC are frequently elevated.

CT scan has replaced ultrasound,

scintiscanning and angiography in

the diagnosis of hepatic abscess.

Treatment consists of antibiotics

and drainage — usually surgical,

but in some cases of solitary

abscess, percutaneous methods

may be used. Survival should

exceed 80% with appropriate,

expeditious care.

Appendiceal Stump Abscess

Abscess formation due to

rupture of the inverted appendiceal

stump is seen in about 0.5% of

appendectomies. It typically

manifests on day five to seven

postoperatively when the patient

develops peritonitis. At

exploration, typical findings reveal

a disrupted cecal pursestring suture

with an intact stump ligature.

Fecal fistula is unusual unless the

pursestring suture has caused

necrosis of the cecal wall. Recovery

is usually uneventful, although

may be complicated by recurrent

intraabdominal abscesses.

Intussusception of the Appendiceal

Stump

The appendiceal stump may
intussuscept when inverted. There

are less than 20 reported cases.
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This may present with abdominal
pain, vomiting and rectal bleeding.

An abdominal mass is evident in

half of cases. A barium enema will

demonstrate the intussusception,

usually cecocolic, but rarely

obviates the need for surgery. In

half of the cases, manual
reduction was possible followed by

cecopexy. The other half of

patients were treated by right

hemicolectomy.

Hemorrhage

Hemorrhage following

appendectomy is rare, but may
occur intraperitoneally or into the

cecum from the inverted appendix.

Intraperitoneal hemorrhage
results from inadequate ligation of

the appendiceal artery in the

mesoappendix. Intraluminal blood

results from bleeding from the

inverted appendiceal stump. Upon
exploration for the latter, the

stump must be directly inspected,

religated and reinverted into the

cecum.

Appendicitis During Pregnancy

Appendicitis is the most
common nongynecologic surgical

emergency encountered during

pregnancy, occurring once every

1,500-2,000 deliveries. The atypical

position of the appendix during

pregnancy makes diagnosis more
difficult, but prompt diagnosis and
treatment is essential to minimize

fetal and maternal mortality.

Pain occurs uniformly in all

patients, but varies in location

with the stage of pregnancy as the

appendix progresses toward the

right upper quadrant. Rebound
tenderness and guarding are not

always noted. Leukocytosis may be

a normal finding during

pregnancy.

With aggressive antibiotic and
surgical therapy, maternal

mortality has decreased from 24%
in 1908 to less than 0.5%. Fetal

loss has similarly declined from

40% to less than 10%. Should

peritonitis occur, fetal loss

approaches 35%.
The incision should be a mid-

transverse incision over the point

of maximal tenderness or possibly

a lower midline. With a high

incidence of an incorrect

preoperative diagnosis, be prepared

to treat unsuspected pathology.

Current opinion advises against

Cesarean section when the

appendix is perforated since there

is no evidence that subsequent

labor will disseminate the infection

throughout the peritoneal cavity.

In addition, there is high

morbidity and mortality from

intraabdominal hematoma, uterine

infection and sepsis. Some feel

that an exception should be made
in the patient with generalized

peritonitis as premature labor will

commonly ensue with fetal death.

If the patient is in labor at the

time of diagnosis and vaginal

delivery can be achieved without

much delay, labor should be

allowed to terminate with

appendectomy following delivery.

If the patient is in early labor,

then appendectomy should be

expeditiously performed. If an

obstetric complication is

anticipated, then decision to

perform a Cesarean section at the

time of appendectomy should be

made based on the merits of the

individual case. The best procedure

would probably be an

extraperitoneal section followed by

an appendectomy through an

incision over the appendix.

In the presence of a

nonperforated appendix, a

Cesarean section probably carries

no additional morbidity. If

perforation with peritonitis or

abscess formation is apparent and

abdominal delivery is necessary,

then consideration should be given

to performing a hysterectomy

following Cesarean section. Fetal

loss is currently about 2%, but the

association of peritonitis can raise

this figure to 35%.

The dictum “If you cannot rule

it out — take it out” is doubly
true during pregnancy. The key to

future improvement lies in earlier

diagnosis and prompt operative

treatment.

“The mortality of

appendicitis complicating

pregnancy is the mortality of

delay.”

— Balber, 1908

Sterility

Pelvic adhesions that prevent

migration of ova from the ovary to

the fallopian tube are one of the

major causes of sterility in women.
The role of appendicitis,

particularly perforated

appendicitis, is not as yet clear.

There are currently studies that

support both points of view. The
major criticism of studies that do

support appendicitis as an etiologic

factor in female sterility is that

they often do not comment as to

whether the patient has a history

of pelvic inflammatory disease or

whether there was an investigation

to rule out male infertility.

Right Inguinal Hernia

The incidence of right inguinal

hernia is approximately three times

greater in those who have

previously undergone

appendectomy. The most prevalent

theory is that damage to the

iliohypogastric nerve leads to

weakening of the transversus

abdominus muscle. This muscle,

along with the transversalis fascia

and internal oblique muscle, form

a “shutter mechanism” which

closes the internal ring when
intraabdominal pressure rises.

Placement of the appendectomy

incision above the anterior superior

iliac spine will avoid this nerve.

Predisposition to Cancer

In 1964, McVay proposed that

appendectomy might predispose to

malignancy. This has apparently

not been borne out by subsequent

ft
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Surviving the Reimbursement Junglestudies. In a prospective study of

1,770 patients who had undergone

appendectomy compared to a

control population, there was no
increase in malignancies seen in

the appendectomy group. This was

true for all cancer sites, and also

true in those who had undergone

appendectomy at age 40 or older,

the group felt to be at highest risk

for malignancy.

Small Bowel Obstruction

Aside from late complications of

adhesive small bowel obstruction

that can follow any abdominal

operation, acute appendicitis may
present as a primary small bowel

obstruction. The inflammatory

mass of acute appendicitis may
adhere to the small intestine and
produce obstruction. This is felt to

be rare, however. Harris (1965), in

a review of 194 cases of perforated

appendicitis, found that 10 patients

presented with small bowel

obstruction.

Fistula

Depending on its location, the

appendix may fistulize to the

ureter, bladder, uterus, fallopian

tube and anterior retroperitoneal

space. These patients may present

in a variety of ways, including

urosepsis, ureteral obstruction,

perinephric abscess, thigh or flank

abscess.

Summary

Acute appendicitis is best

managed by early diagnosis and
expeditious surgical intervention.

The mortality and morbidity

(primarily wound infection and
abscess) rise rapidly when
perforation ensues. One should ask

not “Is this appendicitis?” but

“Could this be appendicitis?” If

the answer is yes, then proceed

with early operation. OSIVIA

References available upon request.

final decision.

“If the patient is told that those

extra days are not being paid for

by the carrier, then the patient

may make his or her own decision

to leave,” says Bahnsen.

As long as you have made the

patient aware of the consequences,

there is little else you can do — or

be held liable for, even though you
will be sued, says Bahnsen.

“Physicians always are.”

However, Bahnsen says

physicians should encourage their

patients to appeal to their carriers

to change the decision.

“Physicians need to use any and
all avenues open to them,” she

says philosophically. “Sometimes
that can include the patient’s

avenues as well.”

Next month, in Part II, the

following topics will be addressed:

coding levels of care, triggers for a

Medicare/Medicaid audit,

terminating contracts, office

laboratories and future

reimbursement issues. Watch for

it! OSMA

Sources for Clinical Clips
Hospitalizations due to medications American Association

of Retired Persons

Costs for treating hemophilia The Cincinnati Post

Diet deaths U.S. Surgeon General

Report

Fastest-growing inpatient/outpatient procedures Wilkerson Group and
Healthcare Knowledge
System

Home exercise equipment National Sporting

Goods Association

Workers and hearing impairment Occupational Safety

and Health

Administration
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CONTINUING MEDICAL EDUCATION

September

15

Columbus

Estrogen and Breast Cancer
Rhodes Hall Auditorium
Ohio State University Hospital

Call 800-492-4445 or 614-292-4985

for more information.

21

Columbus

Fifth Annual Encodurietherapy Symposium
New Techniques in Adjuvant Therapy of Cancer
Rhodes Hall Auditorium
Ohio State University

Call 800-492-4445 or 614-292-4985

for more information.

October

5

Columbus

Multiple Sclerosis Update: 1990

Hyatt on Capitol Square

Call 800-492-4445 or 614-292-4985

for more information.

19

Columbus

Drug Monitoring and Clinical Practice

Hyatt on Capitol Square

Call 800-492-4445 or 614-292-4985

for more information.

26

Columbus

Gastroenterology Update
Hyatt on Capitol Square

Call 800-492-4445 or 614-292-4985

for more information.

November

2

Columbus

Endocrinology: Annual Postgraduate Update —
Endocrine Emergencies

Novice G. Fawcett Center for Tomorrow
Call 800-492-4445 or 614-292-4985

for more information.

16

Columbus

The Forgotten Half — Young Adults in Society:

An Interprofessional Perspective

Hilton Inn North — Worthington

This conference is designed to present the most

current information about young adults who are

not being adequately served by our education,

economic and health-care systems and to assist

professionals in working together to understand

and explore the issues surrounding this topic.

CME credits have been requested.

Fee: $55.

For more information, call the conference

coordinator at the Commission on
Interprofessional Education and Practice, the

Ohio State University, 614-292-5621.
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Thr Cievriind Clink Foumfe

COLORECTAL Dl
An In l t-rnational Exchange

Video CME
The Cleveland Clinic

Foundation’s recent program

“Colorectal Disease in 1990: An
International Exchange of Medical

and Surgical Concepts” is

available on videotape through

Meducation Video. The three-day

program, taped on location,

features a distinguished

international faculty of experts

discussing such topics as treatment

of anorectal disease in the

outpatient or office setting;

Crohn’s disease; and inflammatory

bowel disease. Viewers may earn 18

credit hours in Category II. To

order a copy, call

1-800-284-VIDEO.

Auxiliary Page

what leadership training is

designed to do.

Leadership was once defined as

“Finding a parade and getting in

front of it.” I think Ohio
physicians and auxilians can not

only find a parade and lead it, but

also plan, produce and lead their

own parade.

As an Auxiliary, we hope that

the physicians in attendance at the

Leadership Training Day felt the

experience was a valuable one for

their purposes. We auxilians feel

much better prepared to fulfill our

responsibilities because of this

training.

Leadership training is an

important benefit of membership
in both the OSMA and the OSMA
Auxiliary. This collaborative effort

should continue and grow stronger

each year. OSMA

MEDICAL
DIRECTOR
Life subsidiary ofa NewYork stock

exchange holding Company offers

a dynamic position for a Medical
Doctor interested in research and
development of state-of-the-art

life insurance selection tech-

niques. Other responsibilities

include interpretation ofmedical
reports and physical evidence of

insurability, consultation in

claims administration, and medi-
cal training of underwriting and
claims personnel. This is a unique
opportunity to create new under-
writing standards in the insur-

ance industry while maintaining
clinical exposure and expertise.

For confidential consideration,

send resume to:

David H. Popplewell, FALU
Senior Vice President
Manhattan National Life
Insurance Company
P.O. Box 5400
Cincinnati, OH 45201

An Equal Opportunity Employer.

There’s more to Life

than "Good Health"

!

• Experience the exhilaration and fun

of sailing and share it with your

family and friends!

• Enjoy the pride and prestige of own-

ing a fine sailing yacht!

• Enjoy cruising the Great Lakes, the

Caribbean or the waters and islands

of the East Coast and Florida!

• Offset the cost of ownership with

charter income, associate income

and tax advantages!

Charter Purchase Plans . .

.

Vermilion Sailing Yachts offers the most

sensible charter purchase plan.

• Valuable tax advantages

• Charter income

• Associate income

• Expert yacht management

• National advertising

• Unlimited use by owner

• A program tailored to each owner

• Most economical way to own a

sailing yacht

• High quality sailing yacht

• One of the nation's largest and most

successful programs

•RMILIOINl
Sculi/ip yachts

Dealer for Ericson Yachts, Olsen

Sailboats and Tartan Marine.

3409 E. Liberty Ave.

Vermilion, Ohio 44089

(216) 967-2055

NAME_

ADDRESS

CITY

STATE

PHONE ( )_

*1002
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Medical Equipment Leasing
— Find out how sensible it really is!

High technology equipment allows you to

provide quality medical care right from your

office. But it comes with some expense and

risk. What makes diagnostic and economic

sense today may not in five years.

Bell Atlantic TriCon Medical Finance can answer

the difficult questions with a variety of finance

options that help you acquire what you need

economically. With our leasing program you can

Ohio State
Medical

Association

have the use of state-of-the-art medical

equipment without having to second guess the

future. At the end of the lease period, you can

decide if the equipment is still valuable to you. If

it is, you can purchase it at a pre-determined

price. If it is not, simply return it to Bell Atlantic.

We know how to take the pain out of equipment

acquisition. Call for a comparative quote and

special low member rates.

A member service offered through

©Bell Atlantic
TriCon Leasing

Medical Finance

For financial pain relief call: 1-800-322-

CREATE A MEDICAL
BREAKTHROUGH.

Become an Air Force physician and find

the career breakthrough you’ve been

looking for.

• No office overhead
• Dedicated, professional staff

• Quality lifestyle and benefits

• 30 days vacation with pay per year

Today’s Air Force provides medical

breakthroughs. Find out how to qualify

as a physician or physician specialist.

Call

Capt. Lamar Odom
Collect

513/879-9662
Station to Station
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SCIENTIFIC

LEUKEMIA MORTALITY RATES
ALONG THE OHIO RIVER
COMPARED WITH THE REST OF OHIO
Anthony J. Dzik, PhD

A sample of 18 Ohio municipalities indicates sta-

tistically significant difference in leukemia mortali-

ty rates between communities on the Ohio River and
communities not located along the river. Rates are

higher along the Ohio River in comparison to the

state rate. Ohio River community rates are also gen-
erally higher than those in communities located away
from the river. Some possible reasons are proposed.

Introduction

Substantial cancer incidence could well be ascribed to en-

vironmental factors.
1 Regional variation in leukemia mortality

may suggest the activity of geographically related environmental

variables. 2 A study was undertaken to ascertain whether differ-

ences in leukemia mortality rates exist between Ohio communi-
ties situated on the Ohio River and communities located else-

where in the state. The hypothesis here is that leukemia mortality

rates are higher along the river. Part of the rationale behind this

hypothesis is based on the amount of chemical industry facilities

located near the river from Pittsburgh to Cincinnati. In fact there

are approximately 75 direct industrial discharges in the stretch

between Huntington, West Virginia and Portsmouth, Ohio where

the most prominent industrial activity is chemicals. 3 Uninten-

Anthony J. Dzik, PhD, is an assistant professor ofgeogra-
phy at Shawnee State University in Portsmouth.

tional spills and leakages may present a leukemia risk. A number
of chemicals and solvents, for example, benzene, 4,5,6 toluene,

7

and dioxins, 8 have been implicated as possible causal factors in

certain forms of leukemia.

Summary
Regional differences in leukemia mortality rates might reflect

aspects of geography. Location along the Ohio River may be

a risk factor. To test this hypothesis, leukemia mortality rates

for 18 Ohio communities were compared and statistical tests per-

formed to ascertain the differences between rates in Ohio River

communities and communities in other parts of the state. Ob-
servable differences, i.e., higher rates on the river, occur and Chi-

square and t-tests indicate the differences are significant. Possible

reasons for the differences may revolve around concentration

of chemical plants along the river, arthropod populations, and/

or greater familial tendency along the river.

Methodology
A random sample of 18 sizable Ohio municipalities was

employed to test the hypothesis of leukemia mortality rate differ-

ences between Ohio River communities and communities not

on the Ohio River. Six of the communities sampled were on the

river while the other 12 were distributed about the state.

Leukemia (ICD #204-208) mortality rates for the five-year

period 1982-1986 were computed using numerator data (number
of leukemia deaths) from Vital Statistics of the United States,

Mortality Part B for the years included in the study. Denomi-
nators were mid-year population estimates. The rates are pro-

vided in Table 1.
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TABLE 1

Leukemia Mortality Rates in a

Sample of Ohio Communities

Leukemia (ICD #204-208) Mortality Rate 1982-1986

(Deaths per 100,000 population per year)

Akron 6.8 Marietta* 13.4

Cincinnati* 7.9 Marion 8.1

Cleveland Heights 6.0 Norwalk 8.3

Columbus 6.0 Piqua 5.8

East Liverpool* 12.0 Portsmouth* 9.3

Greeneville 13.8 Steubenville* 12.1

Ironton* 9.8 Vandalia 4.6

Kent 5.3 Wilmington 7.7

Lorain 5.0 Xenia 7.3

*Starred communities are located on the Ohio River

A relative risk ratio was computed for the two sets of munici-

palities. To further test differences a Chi-square procedure and

a two-sample t-test were performed.

Results and Discussion

The leukemia mortality rate for the six Ohio River communi-
ties was 8.9 deaths per 100,000 population per year while the

rate for the off-river group was 6.3 (for comparison, the rate

for the entire state of Ohio was 7.54). This produces a relative

risk ratio of 1.41.

All of the Ohio River communities have rates above the Ohio
rate while only one-third of the off-river communities are higher

than the state rate. A Chi-square test for dependence was used

to test whether or not leukemia mortality rates differed signifi-

cantly from the Ohio rate. The Chi-square statistic of 7.2 (p <
.01) indicates that there is a statistically significant difference

in the two groups. This statistic, although stimulating, must be

viewed with caution as the test computation involves frequencies

and not actual numbers. A second analysis was conducted using

the two-sample t-test, which tests the difference between means
of two samples. Because it uses numerical data, it is a more
powerful test.

9

Table 2 provides the result of the t-test, which shows that

there is an observable difference between the on-river and off-

river means and that this difference is statistically significant.

The results of this investigation appear to suggest that leu-

kemia mortality rates are greater along the Ohio River than in

other parts of the state. Location on the Ohio River could be

a risk factor. Because leukemia is a low-incidence disease and

may have several causes, it is difficult to identify explanatory

variables in associative analyses.10 The increased risk along the

Ohio River, however, could be the result of variations in genetic

susceptibility, environmental factors or a combination of host

and environmental factors." One possibility is the aforemen-

tioned prevalence of the chemical industry along the river. Ben-

zene has been measured in the river at Cincinnati. 3 Chloroben-

zene has been noted in the river between the Meldahl Dam (near

Chilo, Ohio) and the Little Miami River. 12 Data from the

TABLE 2

Mortality Rate Difference Between Communities
on the Ohio River and Those Not on the Ohio River

Leukemia (ICD #204-208) N Mean* S.D.

River communities 6 10.8 2.0

Off-river communities 12 7.1 2.4

t = 3.45, significant at p < .01, 12 d.f.

*mean mortality rate 1982-1986 (deaths per

100,000 population per year)

Organics Detection System indicates the presence of benzene

and toluene in the Ohio River during the period April-June

1988.' 3 Benzene was detected in 21.6% of the samples and toluene

in 22.3%. The 10 6 cancer risk level criterion for benzene was

exceeded in 1.7% of the samples; exceedences were most frequent

at East Liverpool, Ohio. Toluene did not exceed any water quality

criteria, but it was noted most frequently at Huntington, West

Virginia and East Liverpool, Ohio. Barge accidents, though rare,

have occurred. 14 When spills do happen, the synthetic organic

chemicals may require hundreds of miles of river for dilution

to safe levels. However, a study by Hoover and Fraumeni 15 found

no significant difference in leukemia rates when comparing

chemical industry counties with the U.S.

Reitz, et. al.
16 suggests with regard to human T-cell leukemia

that lymphoma virus transferred by insect bites could be possible.

The bottomlands of the Ohio River in many locales seasonally

experience large arthropod populations, and this could be a clue

to higher rates along the river (however, this study makes no

distinction between various forms of leukemia). Another factor

may be the greater frequency of familial intermarriage along

the river (undocumented, but there appears to be anecdotal

knowledge), which could lead to a higher degree of genetic pro-

pensity to certain leukemias (there are often multiple cases within

a family). It is likely that environmental and genetic factors to-

gether are involved in the etiology of many leukemias. If this

is the case, untangling the web of causation will be difficult.

As Linet" notes, the prerequisite genetic substrate necessary for

environmental leukemogens to cause multiple cases within a

family is apt to be polygenic rather than an interaction of en-

vironmental agents with a single gene.

Conclusion
Examination of a sample of 18 Ohio municipalities suggests

significantly higher leukemia mortality rates in communities

along the Ohio River in comparison to communities not located

along that stream. Some possible factors involved could be the

chemical plants, arthropod populations and familial intermar-

riage along the river. Further research utilizing morbidity data,

a longer time period and a larger sample is warranted as this

study suggests real differences in leukemia mortality rates.

References may be obtained by writing to OHIO Medi-
cine.
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Dietary Fluoride Supplements
for Ohio Children — The
Role of The Physician
Raymond A. Kuthy, DDS, MPH
James F. Quilty, Jr., MD
Steven M. Levy, DDS, MPH
Gail Benninger, RDH, MS

Introduction

The appropriate use of fluoride remains the best defense

against dental caries. This is true despite extensive efforts to

develop improved methods of mechanical plaque removal, to

develop chemical agents that safely and effectively reduce the

cariogenic activity of bacteria, and to reduce the frequency of

intake of cariogenic foods by modification of dietary practices.
1

Pit-and-fissure sealants are an important weapon in caries con-

trol,
2 but their full impact depends heavily on the ability of

fluorides to control smooth surface caries. Although the

mechanisms by which fluorides exert their caries-inhibiting ef-

fects are not fully understood, they are thought to include:
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Quilty, Jr., MD, is chief, Division of Maternal and Child

Health at the Ohio Department of Health and clinical

associate professor of pediatrics and psychiatry at Ohio
State’s College ofMedicine; Steven M. Levy, DDS, MPH,
is an associate professor at the University of Iowa’s Col-

lege of Dentistry; and Gail Benninger, RDH, MS, is the

community-based prevention program coordinatorfor the

Ohio Department of Health, Division of Dental Health.

(1) Reduction of enamel solubility;

(2) Remineralization of early carious lesions; and

(3) Action on plaque bacteria.

There has been greater interest in and understanding of the

remineralization process in recent years, showing that many early

carious lesions may be reversible if treated promptly and properly

with fluoride.

Fluoride products are intended for use either systemically

or topically. Systemic fluoride is ingested, absorbed and incor-

porated into developing bone and tooth structure. In contrast,

topical fluorides work only locally on superficial layers of enamel

and on plaque. Methods of delivering systemic fluorides in the

United States include community water fluoridation, school

water fluoridation and dietary fluoride supplements. Topical

fluorides may be applied professionally or self-applied. They
include fluoride solutions and gels (applied in trays or with a

toothbrush or applicator), fluoride dentifrices and fluoride

mouth rinses. Topical benefits also result from drinking fluori-

dated water or from chewing fluoride tablets. A comprehensive

fluoride program relies on both the systemic and topical actions

of fluoride.

Several studies have found that the majority of physicians

and dentists reported prescribing dietary fluoride supplements

for some of their child patients. 3 '7 Studies also have shown,

however, that some practitioners are unaware of the proper sup-
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plement protocol (including water fluoride testing, when neces-

sary), dosage guidelines and the actual fluoride concentrations

in the area’s main water supplies. 3 '9

The purposes of this paper are to explain the need for, and
the importance of dietary fluoride supplements in Ohio, and
to review the proper protocol for their use. The article should

help the practitioner provide optimum preventive care to young
patients.

The Need for Systemic Supplements
Community water fluoridation is the most efficient and cost-

effective method of providing systemic fluoride for the preven-

tion of dental caries.
10 Unfortunately, almost one-half of the pop-

ulation of the United States drinks water that is not optimally

fluoridated." In Ohio, approximately 73% of the total popula-

tion is receiving fluoridated water.

Children who drink water from an optimally fluoridated

community system should not receive systemic fluoride supple-

ments. Specific information about the concentration of fluoride

in your community’s water supply may be obtained from your

local water company, health department or the Ohio Department

of Health, Division of Dental Health.

Fluoride Supplements
For children who do not receive fluoridated water, the use

of dietary fluoride supplements (tablets or drops) is a safe and
effective means of reducing the incidence of dental caries. 12 ' 19

Private practitioners should prescribe fluoride supplements for

these youngsters. 20 In order to receive maximum preventive bene-

fits, the supplements must be taken daily from birth through

at least age 13.
21

Supplement Protocol
It is important that children receive the appropriate dose of

systemic fluoride. This can be accomplished only if the practi-

tioner knows the fluoride concentration of the patient’s main
source of drinking water. (Occasionally, more than one signifi-

cant patient water source must be considered and the average

fluoride level determined.) Fluoride levels exceeding the optimal

(one part per million) are associated with an increased risk of

dental fluorosis (mottling). 22 Although fluorosis is primarily a

cosmetic problem, severe cases often involve pitting of the tooth

surface. Therefore, to avoid exceeding the recommended dose,

the practitioner should know which communities in the area are

fluoridated and the concentration of fluoride.

A water sample must be analyzed in order to determine the

fluoride content of an individual water supply if the practitioner

does not have prior knowledge of the fluoride level. Because

there can be significant variations in water fluoride content

among wells, even in a small geographic area, one should not

rely on the results of a sample from a different source, no matter

how near. 23

Water Sampling Procedures
Laboratory services are available through the Ohio Depart-

ment of Health’s Central Laboratory to determine the fluoride

content of water samples. Health professionals may obtain the

fluoride sample bottles, including the necessary identification

forms from:

Division of Laboratories

Ohio Department of Health

1571 Perry Street

TABLE 1

Supplemental Fluoride Dosage Schedule*

(In mg. of Fluoride Per Day)

Parts Per Million Fluoride in Water Supply

Age of Child <0.3 0.3 to 0.7 >0.7

Birth to 2 yrs. 0.25 0 0

2 to 3 yrs. 0.50 0.25 0

3 to 13 yrs. -F 1.00 0.50 0

*Recommended by the Council on Dental Therapeutics of the Ameri-

can Dental Association, by the Committee on Nutrition of the Ameri-

can Academy of Pediatrics, and by the American Academy of

Pediatric Dentistry.

-t-The American Academy of Pediatrics recommends providing sup-

plements through at least age 16.

Columbus, Ohio 43266-0068

(614) 421-1078, ext. 31

Dosage Schedule
The present guidelines for systemic fluoride supplements

recommended by the American Dental Association, the Ameri-

can Academy of Pediatric Dentistry, and the American Academy
of Pediatrics are shown in Table l.

21, 24-26 Any water fluoride

level greater than 0.3 ppm requires adjustment from the full

dosage supplement. Practitioners must remain current with

recommended dosage schedules, which are sometimes revised

in accordance with new information.

Determination of Appropriate Dosage
After determining the fluoride level of a patient’s main source

of drinking water (e.g., by submitting samples, obtaining infor-

mation from water companies or the Ohio Department of

Health), the practitioner must determine the appropriate supple-

ment dosage, if any, to prescribe. For example, a four-year-old

with a water fluoride level of 0.5 ppm would receive a 0.50 mg
supplement instead of the full supplement dosage of 1.00 mg.

It is essential to determine whether an infant is being exclu-

sively breast-fed, bottle-fed or obtaining nutrition from both

sources. Totally breast-fed babies should be supplemented fully,

since there are very low amounts of fluoride found in human
milk, even when the mother resides in a fluoridated area.

27 The
major manufacturers of milk-based infant formulas have

removed fluoride from their products, which previously con-

tained variable levels.
28 An infant on milk-based formula now

receives fluoride almost exclusively from the water that is mixed

with the formula concentrate. 28 Recent studies indicate soy-based

formulas tend to have a higher fluoride content. 29 The practi-

tioner must determine the proportion of breast-feeding to bottle-

feeding as well as the type of formula being used, and adjust

the supplement dosage accordingly.

Since excessive fluoride can cause fluorosis, parents should

contact the provider of the supplement (physician or dentist)

when changes occur in the infant’s consumption of liquids so

the fluoride supplementation can be adjusted. Significant

changes in feeding patterns, such as from breast-feeding to bot-

tle-feeding or breast-feeding to solid foods, must be reported
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Sample Prescriptions

Rx Sodium Fluoride Drops
0.25 mg F/drop

Dispense: 24 ml
Sig: Place one drop daily inside mouth or add

to water, formula or foods.

CAUTION: KEEP OUT OF REACH OF
CHILDREN

Note: This is a generic prescription for fluoride

drops to be used when 0.25 mg. fluoride is

needed, i.e. from birth to two years with

drinking water containing less than 0.3

ppm fluoride.

Rx Sodium Fluoride Tablets

1.1 mg (0.5 mg F)

Dispense: 120 tabs

Sig: Chew one tablet daily before bedtime,

swish for 60 seconds and swallow.

CAUTION: KEEP OUT OF REACH OF
CHILDREN

Note: This is a generic prescription for fluoride

tablets to be used when 0.5 mg fluoride is

needed, i.e. for a two-year-old with drink-

ing water containing less than 0.3 ppm
fluoride; or a child aged three to 13 with

water fluoride content between 0.3 and 0.7

ppm.

to the medical provider so that the dosage of fluoride supple-

ments can be adjusted, if necessary.

Although children should see the dentist at a young age, most

children do not see a dentist before age three. The complexities

of controlling the fluoride dosage for infants and younger chil-

dren, therefore, must be the joint responsiblity of physicians and
dentists to provide guidance in regulating supplement dosage.

It is important to remember that dosage typically must be ad-

justed at ages two and three.

Determination of water fluoride levels and systemic fluoride

needs may be best accomplished as routine parts of new and
recall patient examination procedures for pregnant women and
children under age 16. Consequently, it has been suggested that

physicians and dentists delegate appropriate aspects of these

responsibilities to nurses, dental hygienists and other personnel

in order to facilitate the process. 7

Fluoride tablets are now available in 0.25, 0.5 and 1.0 mg.
formulations. There are several commercial brands available. 30

Additionally, many pharmacies can provide a generic product.

The tablet should be chewed or allowed to dissolve slowly before

swallowing to provide topical benefit. Fluoride drops, often pro-

viding 0.125 mg. or 0.25 mg. of fluoride per droplet, should

be used for those who cannot chew a tablet. No more than 264

mg. sodium fluoride or 120 mg. fluoride should be prescribed

at one time for safety reasons. 21 The product should be kept

in a childproof container in a secure place. Sample prescriptions

are shown below for 0.5 mg. fluoride dosage tablets and 0.25

mg. fluoride dosage drops.

If supplementation of the diet with vitamins is necessary in

addition to supplementation of the diet with fluoride for caries

prophylaxis, then a combination vitamin with fluoride may be

appropriate. These tablets are more costly and are necessary only

if vitamin supplementation is indicated. Medicaid reimbursement

is available for certain fluoride supplements alone and in com-

bination with vitamins. Please check the Medicaid Drug Formu-

lary if the child is Medicaid-eligible.

The biggest difficulty with fluoride supplements is patient

compliance. 1518 ' 31 Numerous studies have documented the

effectiveness of fluoride supplements in reducing dental caries.

However, the supplementation schedule must be followed con-

scientiously. These studies have shown that the greatest caries

reductions have occurred as a result of select populations seeking

pediatric medical or dental care on a regular basis, and also as

a result of follow-up from dedicated and enthusiastic physicians

and dentists who were able to motivate the patients to comply

with the dosage regimen. Therefore, the physician must routinely

encourage and attempt to monitor the child’s supplement use.

The medical profession, working closely with dentists and

other health professionals in providing appropriate doses of

fluoride supplements, will assure fluorides are used to their great-

est benefit for those children in need.

Summary
1. All children should receive one form of systemic fluoride and

appropriate forms of topical fluoride.

2. If a child is not receiving optimally fluoridated water, the

physician or dentist should prescribe dietary fluoride supple-

ments (tablets or drops).

3. The correct dosage must be determined based on patient age

and fluoride content of the patient’s main water source(s).

4. Special attention is necessary concerning fluoride intake for

children breast-feeding or consuming infant formula.

5. To determine the correct fluoride dose, these steps should

be followed:

A. Always have a sample of the main drinking water source

(usually home water) analyzed for the fluoride content

before prescribing a fluoride supplement, if you do not

have other specific knowledge of water fluoride content.

The Ohio Department of Health, Division of Laboratories

can provide water fluoride-testing services.

B. When the fluoride content of the water has been deter-

mined, the fluoride level and the child’s age should be

compared to the Supplemental Fluoride Dosage Schedule

to identify the correct supplement dose.

6. The Division of Dental Health, Ohio Department of Health

can provide a list of communities that are optimally fluori-

dated. Please contact:

Ohio Department of Health

Division of Dental Health

246 N. High Street

Columbus, Ohio 43266-0588

(614) 466-4180

References may be obtained by writing OHIO Medicine.
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CLASSIFIED ADVERTISING

Employment
Opportunities

ANESTHESIOLOGIST — For pre

admission testing, 35 hours per week, no
weekends or night calls, paid vacation plus

malpractice. Reply to: PO Box 29027,

Parma, OH 44129, Attn: KT.

BEAVER, PENNSYLVANIA — Seeking

director, assistant director, full-time and
part-time emergency physicians for 475-

bed Level II center. Double and triple

coverage provided during peak periods.

Outstanding compensation and paid mal-

practice insurance. Benefits available to

full-time staff. Board eligibility or certifi-

cation in emergency medicine or primary

care specialty, and ACLS required. Con-
tact: Karen Remai, Emergency Consul-

tants, Inc., 2240 South Airport Road,

Room 26, Traverse City, MI 49684; 1-800-

253-1795 or in Michigan 1-800-632-3496.

BC/BE FAMILY PHYSICIAN — To join

medical staff, excellent coverage/call.

Busy practice including pediatrics/OB if

desired. Charming Midwest town, offers

unsurpassed cultural, recreational and

educational amenities. For consideration

and information, submit CV or call Rick

Addis, Van Wert County Hospital, 1250

S. Washington St., Van Wert, OH 45891-

2599 (419) 238-2390 home (419) 238-9739.

BS/BE PRIMARY CARE PHYSICIAN
— Needed to head an interdisciplinary

team in new urban family medicine train-

ing track. Experience and interest in

teaching in an urban setting essential. For

more information contact: Martin Lipsky,

MD, Mercy Family Practice Residency

Program, 2127 Jefferson Ave., Toledo, OH
43624 1-800-222-8489.

COLUMBUS, OHIO — Physician needed

to staff urgent care facilities. Competitive

salary, full benefits. Respond with CV to

Paul Zeeb, M.D., Medical Director, Pri-

mary Medical Associates, Inc., 4900 Get-

tysburg Road, Columbus, OH 43220.

DIRECTOR OF SURGICAL EDUCA-
TION — The department of surgery of

Mount Carmel Health, Columbus, OH,
an affiliate of The Ohio State University

College of Medicine, is seeking an experi-

enced Board-certified general surgeon to

direct residency and medical student edu-

cation at a 500-bed community teaching

hospital. Responsibilities include super-

vision of a current resident staff of 14 and

student clerkships, resident recruitment

and conduction of research. Please submit

letter of application and CV to Director,

Medical Education, Mount Carmel Medi-

cal Center, 793 West State Street, Colum-
bus, OH 43222.

EMERGENCY MEDICINE — Full time

BC/BE emergency physician or primary

care physician with E.D. experience

needed for 21,000 annual volume north-

eastern Ohio emergency department.

Competitive compensation. Send CV to:

PO Box 575, Uniontown, OH 44685 or

contact Julie Murray (216) 821-7702.

FAMILY PRACTICE — Cincinnati

suburb, flexible arrangements. Contact

(513) 661-1888.

FAMILY PRACTITIONER — Oppor
tunity expanding northeast Ohio multi-

specialty group has an opportunity for a

family practitioner. The Ashtabula Clinic

offers good compensation and earning

potential within the professional and fi-

nancial support of a multispeciality

group. The Ashtabula area, located on the

shores of Lake Erie, combines the advan-

tage of a small town with easy access to

the major metropolitan centers of Cleve-

land and Erie, PA. For additional infor-

mation call or write: Ashtabula Clinic,

Inc., 430 West 25th Street, Ashtabula, OH
44004. Attn: Jim Graeca, Administrator

(216) 992-4422.

FAMILY PRACTITIONER — Estab

lished southwestern Ohio HMO is seeking

a family practitioner to join their private

practice group. Flexible scheduling, com-

petitive compensation package with excel-

lent benefits, including paid malpractice

and CME allowance. Practice high-quality

care and avoid time-consuming adminis-

trative duties by joining this growing team

of professionals. Send CV or contact

Jenny Angus, The Angus Group, 2337

Victory Parkway, Cincinnati, OH 45206,

(513) 961-5575.

GASTROENTEROLOGIST WANTED
— FLORIDA — Terrific medium-sized

coastal town. Two personable solo GEs
seeking same to share heavy case load and

coverage. Mail CV to Richard Libby, 5510

Montgomery St., Chevy Chase, MD
20015.

GENERAL SURGEON, BE/BC WITH
RECENT TRAINING, ENDOSCOPY
EXPERIENCE — Join private practice

in central Ohio rural community of 38,000

with JCAHO-approved hospital. Guaran-

teed income, benefits and incentives will

be discussed with interested candidates.

Send CV to T.K. Park, MD, Box 703,

Coshocton, OH 43812.

HOUSE PHYSICIAN — Part time and
full-time day and evening house physician

positions available. Must be BE/BC in

internal medicine or family practice.

Salary is $32 per hour plus bonus. Con-
tact Stephen Goldberg, MD, Director

Internal Medicine, Jewish Hospital, 3200

Burnet Avenue, Cincinnati, OH 45229.

INTERNAL MEDICINE BC/BE —
30 minutes from major metropolitan

area, in N.E. central Ohio, progressive

medical staff and growing community
(referral area 100,000 pop.), competi-

tive financial packages, independent or

group practice arrangements. Contact

Molly Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.

INTERNAL MEDICINE — Group
Health Associates, Inc., is a multispecialty

medical group with six offices throughout

greater Cincinnati. Continued growth and

expansion causes us to begin now our

search for additional Board-certified/

Board-eligible internists to join our staff

July, 1991. Our group has a strong diversi-

fied mix of private pay and managed care

patients. Our practice environment frees

physicians from the business burdens of

practice management. Our compensation

package is flexible, dependent upon how
busy of a practice a physician would like.

Our fringe benefits are generous, allowing

more than ample time for CME and vaca-

tion and providing more than the basic in-

surance needs. If you are interested in sur-

rounding yourself with well-trained col-

leagues in an atmosphere of collegiality

forward your CV to: Search Committee,

GHA, 2915 Clifton Avenue, Cincinnati,

OH 45220.
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MICHIGAN-ANN ARBOR SUBURB —
Primary care specialists needed. Group-

managed practice. Call 1 in 3. First-year

income guarantee, benefits and paid mal-

practice. Call: Wanda Parker, Sr. Asso-

ciate, E.G. Todd Associates, 535 Fifth

Avenue, Suite 1100, New York, NY 10017.

Toll Free (800) 221-4762. Collect (212) 599-

6200.

OB/GYN PHYSICIAN BC/BE —
N.E. central Ohio, 30 minutes from

major metropolitan area, progressive

medical staff and growing community
(referral area 100,000 pop.), competi-

tive financial packages, independent or

group practice arrangements. Contact

Molly Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.

OBSTETRICS AND GYNECOLOGY —
Group Health Associates, Inc., is a multi-

specialty medical group with six offices

throughout greater Cincinnati. Continued

growth and expansion causes us to begin

now our search for additional Board-certi-

fied/Board-eligible obstetricians/gyne-

cologists to join our staff July, 1991. Our
group has a strong diversified mix of pri-

vate pay and managed care patients. Our
practice environment frees physicians

from the business burdens of practice

management. Our compensation package

is flexible, dependent upon how busy of

a practice a physician would like. Our
fringe benefits are generous, allowing

more than ample time for CME and vaca-

tion and providing more than the basic

insurance needs. If you are interested in

surrounding yourself with well-trained

colleagues in an atmosphere of collegiality

forward your CV to: Search Committee,
GHA, 2915 Clifton Avenue, Cincinnati,

OH 45220.

OHIO: FAMILY PHYSICIAN —
BE/BC, residency-trained. Eastern

suburbs of Cleveland. Join two other

Board-certified, residency-trained family

physicians in a 1 '/2 -year-old growing prac-

tice. High-quality ambulatory and inpa-

tient care. No OB. Faculty appointment

available. Excellent compensation and
fringes. Contact: Frank M. Klaus, Di-

rector of Physicians’ Services, University

Mednet, 18599 Lakeshore Blvd., Cleve-

land, OH 44119. In Ohio: 1-800-228-0834

or (216) 383-7823.

years. Interested individuals, please sub-

mit CV to: P.O. Box 770551, Lakewood,

OH 44107.

OB/GY N, NEW YORK — 32 member
multispecialty group adding third member
to its department of obstetrics and gyne-

cology. First year, six-figure salary, four

weeks vacation, other benefits. Call:

Wanda M. Parker, Sr. Associate, E.G.

Todd Associates, Inc., 535 Fifth Avenue,

Suite 1100, New York, NY 10017. Toll free:

(800) 221-4762, collect: (212) 599-6200.

OHIO, NORTHEAST/CLEVELAND —
Emergency department physicians needed

for 20,000 to 40,000 patient volume hos-

pital emergency departments in greater

Cleveland area. Physician must be Board-

certified in emergency medicine, resi-

dency-trained in emergency medicine or

be Board-prepared in emergency medi-

cine. Salary and benefits package worth

$150K. Full partnership eligibility in two

OH, PA, FL: ACUTE CARE SPECIAL-
ISTS — Growth opportunities available

with our group of hoarded emergency

physicians now staffing 12 hospitals. Staff

and administrative positions available in

community hospital settings which includes

occupational health, trauma, residency

training and EMS direction components.

Board-certified EM or Board-prepared EM
preferred. Aggressive compensation package

based on credentials. Send CV in confi-

dence to Kenneth Boyd, 3085 West Market

St., Akron, OH 44313; or call 216-867-9980.

PEDIATRICIAN — BC/BE in growing

practice. Salary leading to partnership.

Part-time a possibility. Located in growing

community near Columbus. Reply to

Nick Alain, MD, 498 London Avenue,

Marysville OH 43040, 1-800-686-4677.

Wisconsin

Physicians BE/BC
It's never too late for a new beginning! Dial
1-800-338-0568 and discover "The Right Choice" for

your medical practice in beautiful Southern Wisconsin.

Specialties

• Allergy
• Cardiology
• Dermatology
• Emergency
Medicine

• Family Practice
• Internal Medicine

• Neurology
• Obstetrics &
Gynecology

• Ophthalmology
• Orthopedics
• Otolaryngology
• Psychiatry

The Monroe Clinic associates provide the highest con-

tinuum for patient care and you have easy access to peers

or specialists for consultation without the distractions of

office management.

For an early prescription to a lasting, equitable partner-

ship, please call or send your curriculum vitae to Robert
Enterline, Physician Staffing Director, The Monroe Clinic,

1515 Tenth Street, Monroe, Wisconsin 53566.

"equal opportunity employer."

Monroe Clinic
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Classified Advertising

i

PEDIATRICIAN BC/BE — Progres

sive medical staff and growing com-
munity (referral area 100,000 pop.),

N.E. central Ohio, competitive finan-

cial packages, independent or group

practice arrangements. Contact Molly

Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.

PEDIATRICS — Group Health Associ-

ates, Inc., is a multispecialty medical

group with six offices throughout greater

Cincinnati. Continued growth and expan-

sion causes us to begin now our search for

additional Board-certified/Board-eligible

pediatricians to join our staff July, 1991.

Our group has a strong diversified mix of

private pay and managed care patients.

Our practice environment frees physicians

from the business burdens of practice

management. Our compensation package

is flexible, dependent upon how busy of

a practice a physician would like. Our
fringe benefits are generous, allowing

more than ample time for CME and vaca-

tion and providing more than the basic in-

surance needs. If you are interested in sur-

rounding yourself with well-trained col-

leagues in an atmosphere of collegiality

forward your CV to: Search Committee,

GHA, 2915 Clifton Avenue, Cincinnati,

OH 45220.

PRIMARY CARE — Several physicians

(IM, FP, OB, Ped) needed to join lucra-

tive, existing practice in ideal suburban

locations. Please call Bonnie Youngblood

at 800-438-2476.

PSYCHIATRIST — Immediate opening

for staff psychiatrists, full time and part

time, Board-eligible/Board-certified, in a

JCAH-accredited, 379-bed inpatient psy-

chiatric hospital. Multidiscipline ap-

proach with psychiatrist as a treatment

team leader, expected to exercise strong

leadership in quality care of patients. Pro-

grams for admissions, extended care, geri-

atrics and psychiatric rehabilitation.

License to practice in the state of Ohio is

required. Excellent salary and fringe bene-

fits, including paid vacation and personal

leave, sick and educational leave, health,

vision, dental and life insurance, and Pub-

lic Employees’ Retirement System. Con-
tracts are available. Travel costs may be

negotiated. EEO employer, M/F/H. Send

resume to W.J. Roberts, Director of Per-

sonnel, or Nathanael Sidharta, MD,
Medical Director, Box 540, Massillon, OH
44648, or call (216) 833-3135, ext. 223 or

229.

SOUTH OF CLEVELAND — Seeking

director for emergency department of 64-

bed hospital. Competitive salary, malprac-

tice insurance and benefit package. Con-
tact: Emergency Consultants, Inc., 2240

S. Airport Road, Room 26, Traverse City,

MI 49684; 1-800-253-1795 or in Michigan

1-800-632-3496.

STUDENT HEALTH SERVICE —
Miami University, Oxford, Ohio, is seek-

ing a physician, MD/DO to fill a full-time

position starting 1/1/91. Miami University

is a co-educational public institution with

16,000 undergraduate students and gradu-

ate students located in the picturesque vil-

lage of Oxford, Ohio, 35 miles north of

Cincinnati. The student health service is

an acute care outpatient facility with eight

full-time physicians, in-house laboratory,

X-ray department and pharmacy. Clinic

hours are 8 a.m.-5 p.m., Monday through

Friday during the academic year; limited

summer hours; no night, weekend or holi-

day responsibilities. MD/DO with Ohio
license required. Training FP, IM, Ped., or

EM desirable, 42-week contract, very

competitive compensation package in-

cluding malpractice coverage. Send letter

of interest and resume by September 15,

1990 to William Brown, Director of Stu-

dent Health Service, MacMillan Hall,

Miami University, Oxford, OH 45056;

telephone number (513) 529-3000. Equal

opportunity in education and employ-

ment.

UROLOGIST — Group Health Associ-

ates, Inc., is a multispecialty medical

group with six offices throughout greater

Cincinnati. Continued growth and expan-

sion causes us to begin now our search for

a Board-certified/Board-eligible full-time

staff urologist. Our group has a strong

diversified mix of private pay and man-
aged care patients. Our practice environ-

ment frees physicians from the business

burdens of practice management. Our
compensation package is flexible, depen-

dent upon how busy of a practice a physi-

cian would like. Our fringe benefits are

generous, allowing more than ample time

for CME and vacation and providing

more than the basic insurance needs. If

you are interested in surrounding yourself

with well-trained colleagues in an atmos-

phere of collegiality forward your CV to:

Search Committee, GHA, 2915 Clifton

Avenue, Cincinnati, OH 45220.

WANTED: FULL-TIME MD/DO — to

eventually own this thriving, well-estab-

lished, financially successful general (and

integrated preventive) medical practice.

Contact: William C. Schmelzer, MD (614)

761-0555, 3520 Snouffer Road, Colum-
bus, OH 43235.

WANTED — Physician to practice medi-

cal/legal medicine with established prac-

titioner (workers’ compensation and per-

sonal injury exclusively). Physician with

minimum of 15 years practice experience

preferred. Cleveland area. Reply to Box

225, c/o OHIO Medicine, 1500 Lake

Shore Dr., Columbus, OH 43204-3824.

Equipment for Sale

REFURBISHED EQUIPMENT FOR
SALE— Fully checked-out OHO anesth.

machines; ECG; surgical lights; H.P.

monitors; defibrillators; new scrub

sinks; surgical lights; Picker mobile

X-ray-200 MA-100KV solid state: Picker

echoview system 80C; B & L micro-

scope; Ames cryostate II; Lipshaw cryo-

tome cryostat. Please call or write: Dr.

Byron W. Bernard, 1555 Dixie Highway,

Covington, KY 41011, (606) 581-5205.

Office Space

PHYSICIAN’S OFFICE SPACE
AVAILABLE — Northeast suburban

community needs family physician; 25

minutes from downtown Columbus;

1,600 sq. ft. available. Call Mr. Eves

(614) 965-3377.
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Practice for Sale

FAMILY PRACTICE AVAILABLE —
Cincinnati, established 25 years. Call Wm.
Church (513) 661-1888.

INTERNAL MEDICINE — Practice for

sale. Physician retiring after 38 years

wishes to sell successful practice. Excellent

opportunity for Board-eligible or Board-

certified physician in internal

medicine/cardiology. Located in S.W.

Ohio. Practice is associated with four area

hospitals and has an excellent referral

system. Interested parties may contact Mr.

Gary Geiss, 3052 Queen City Ave., Cin-

cinnati, OH 45238.

Next month,

place your

classified ad

here . . .

Classified Advertising Rates

$1.50 per word for regular ads

with bold title, $1.75 per word
for ads appearing in a box.

Payment for the ad must

accompany advertising request.

Ads must be typed. Closing

date for classified ads is first

day of month preceding

publication.

OHIO Medicine reserves the

right to refuse or delete

classified ads without

explanation and to refer

advertisements of a commercial
nature to the display advertising

department, at the publisher’s

discretion. Send classified ads

to: OHIO Medicine

1500 Lake Shore Drive

Columbus, Ohio 43204-3824

Attention:

Classified Ad Manager
Telephone orders for

classified ads are not accepted.

JOURNAL
ADVERTISERS

Air Force 610

American Physicians Life . . . 562

Banks Baldwin Law
Publishing 560

Bell Atlantic Leasing 610

Eli Lilly — AXID . . . .2nd cover

ICL Leasing 600

ICN Pharmaceutical 572

John Hopkins Medical

Institutions 577

Manhattan National Life . . . 609

Medical Protective Co 583

Monroe Clinic 617

Physicians Insurance

Company of Ohio 569

Roche Laboratories 3rd and
4th cover

Turner & Shepard 599

Vermilion Sailing Yachts .... 609

Wright-Patterson 601

Display Advertising

Those who wish to place an

advertisement )4-page in size or

larger should contact the

appropriate advertising

representative:

Pharmaceutical

Terry Gladman
Lifetime Learning

505 Chicago Avenue
Evanston, Illinois 60202

312-866-7770

Non-pharmaceutical

George Quigley

Camargo Publications

4015 Executive Park Drive,

Suite 304

Cincinnati, Ohio 45241

513-563-9666

A Prescription More and More Physicians Are

Ordering for Themselves.

Last year, an estimated 40,000 U.S. physicians were married to other

physicians. The AMA realizes that there are unique challenges that

come with having a dual-doctor family. That's why Ohio was chosen

to participate in a two-year pilot study that offers a 25% dues

reduction when both physician members of a medical family join the

AMA. Contact the Ohio State Medical Association at 614-486-2401

for information about this opportunity to cash in on the savings that

could be waiting for you if you qualify.

American Medical Association
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OSMA Notebook

No-smoking seminar offered . . . The OSMA, in conjunction with the National Cancer
Institute, will hold a no-smoking seminar for physicians on Saturday, September 15 in

Columbus. The seminar is designed for physicians who are interested in learning how to

help their patients stop smoking and who are willing to return to their communities and

share their knowledge with other physicians. The seminar is free but registration is limited

to 50. Interested physicians should contact the OSMA at (800) 282-2712.

Third Party Update revised . . . The OSMA Ombudsman staff has revised Third Party

Update, which contains basic information and helpful hints dealing with health insurance

carriers, particularly Medicare. The publication includes information about Medicare

medical necessity guidelines, Medicare non-covered services, provider relations contacts

for Medicare, Medicaid and Workers’ Compensation, and information about how to order

HCFA 1500 claim forms and CPT and ICD-9 code books. For a free copy of the brochure,

contact the Ombudsman staff at (800) 282-2712.

Physician surveyors needed . . . The AMA is recruiting physicians willing to conduct

surveys for the medical assistant accreditation activities it conducts in conjunction with the

American Association of Medical Assistants. Between August 1990 and April 1991, the AMA
will be conducting surveys of 39 medical assistant training programs in 20 states.

Physicians interested in taking part in this effort to assure that medical assistants are

properly trained should contact Wallace Clark at the AMA at (312) 645-4629.

President-Elect candidate announced . . . Jack L. Summers, MD, has been nominated

as a candidate for President-Elect of the OSMA by the Summit County Medical Society. Dr.

Summers, who received his medical degree from West Virginia University and is Board-

certified by the American Board of Urology, is OSMA’s Twelfth District Councilor. He is also

a delegate to the OSMA House of Delegates and a member of the Ohio delegation to the

AMA. Dr. Summers is a past president of both the Summit County Medical Society and the

Ohio Urological Society.

AMA moving offices . . . The AMA staff will be moving into a new headquarters building

in Chicago this month. As of August 27, the new AMA mailing address will be 515 North

State Street, Chicago, IL 60610. The new phone number will be (312) 464-5000. osma
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The practice is yours.

The patients are yours.

The prescriptions are yours.

Make the prescribing decision yours, too.

r
Write “DAW” or “Dispense as written’’

on your prescriptions.
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Because safety
cannot be taken for granted
in H2-antagonist therapy

Minimalpotential for
drug interactions
Unlike cimetidine and ranitidine

Axiddoes not inhibit the cytochrome
P-450 metabolizing enzyme system.2

Swift and effective
H2-antagonist therapy
Most patients experience
pain relief with the first dose3

Heals duodena/ ulcer

rapidly and effectively4 5

Dosage for adults with active

duodenal ulcer is 300mg once nightly

(150 mg b.i.d. is also available)

References

1

.

USP PI Update. September/October 1988. p 120
2 Br J Chn Pharmacol 1985:20 710-713.

3 Data on file. Lilly Research Laboratories.

4. Scand J Gastroenterol 1987;22(suppl 136) 61-70.

5 Am J Gastroenterol 1989:84:769-774

AXID®
nizatidine capsules

Brief Summary. Consult the package literature for complete

information.

Indications and Usage: 1 Active duodenal ulcer- for up to eight weeks
of treatment. Most patients heal within four weeks.

2.

Maintenance therapy -for healed duodenal ulcer patients at a

reduced dosage of 150 mg h.s. The consequences of therapy with Axid

for longer than one year are not known.

Contraindication: Known hypersensitivity to the drug. Use with caution

in patients with hypersensitivity to other Hrreceptor antagonists.

Precautions: General-t. Symptomatic response to nizatidine therapy

does not preclude the presence of gastric malignancy.

2. Dosage should be reduced in patients with moderate to severe

renal insufficiency.

3. In patients with normal renal function and uncomplicated hepatic

dysfunction, the disposition of nizatidine is similar to that in normal

subjects.

Laboratory Tests- False-positive tests lor urobilinogen with Multistix®

may occur during therapy.

Drug Interactions-No interactions have been observed with theophyl-

line, chlordiazepoxide, lorazepam, lidocaine, phenytoin, and warfarin. Axid

does not inhibit the cytochrome P-450 enzyme system; therefore, drug

interactions mediated by inhibition of hepatic metabolism are not expected

to occur. In patients given very high doses (3,900 mg) of aspirin daily,

increased serum salicylate levels were seen when nizatidine, 150 mg
b.i.d., was administered concurrently.

Carcinogenesis, Mutagenesis, Impairment ol Fertility- A two-year oral

carcinogenicity study in rats with doses as high as 500 mg/kg/day
(about 80 times the recommended daily therapeutic dose) showed no

evidence of a carcinogenic effect. There was a dose-related increase in

the density of enterochromaffin-like (ECL) cells in the gastric oxyntic

mucosa. In a two-year study in mice, there was no evidence of a

carcinogenic effect in male mice, although hyperplastic nodules of the

liver were increased in the high-dose males as compared with placebo.

Female mice given the high dose ol Axid (2,000 mg/kg/day, about 330
times the human dose) showed marginally statistically significant

increases in hepatic carcinoma and hepatic nodular hyperplasia with no
numerical increase seen in any of the other dose groups. The rate of

hepatic carcinoma in the high-dose animals was within the historical

control limits seen for the strain ol mice used. The female mice were

given a dose larger than the maximum tolerated dose, as indicated

by excessive (30%) weight decrement as compared with concurrent

controls and evidence of mild liver injury (transaminase elevations). The
occurrence of a marginal finding at high dose only in animals given

Axid® (nizatidine, Lilly)

an excessive and somewhat hepatotoxic dose, with no evidence of a

carcinogenic effect in rats, male mice, and female mice (given up to

360 mg/kg/day, about 60 times the human dose), and a negative

mutagenicity battery are not considered evidence of a carcinogenic

potential for Axid.

Axid was not mutagenic in a battery of tests performed to evaluate its

potential genetic toxicity, including bacterial mutation tests, unscheduled

DNA synthesis, sister chromatid exchange, mouse lymphoma assay,

chromosome aberration tests, and a micronucleus test

In a two-generation, perinatal and postnatal fertility study in rats, doses

of nizatidine up to 650 mg/kg/day produced no adverse effects on the

reproductive performance of parental animals or their progeny.

Pregnancy-Teratogenic Effects -Pregnancy Category C— Oral repro-

duction studies in rats at doses up to 300 times the human dose and in

Dutch Belted rabbits at doses up to 55 times the human dose revealed

no evidence of impaired fertility or teratogenic effect; but, at a dose

equivalent to 300 times the human dose, treated rabbits had abortions,

decreased number of live fetuses, and depressed fetal weights. On intra-

venous administration to pregnant New Zealand White rabbits, nizatidine

at 20 mg/kg produced cardiac enlargement coarctation ol the aortic

arch, and cutaneous edema in one fetus, and at 50 mg/kg, it produced

ventricular anomaly, distended abdomen, spina bifida, hydrocephaly,

and enlarged heart in one fetus. There are, however, no adequate and

well-controlled studies in pregnant women. It is also not known whether

nizatidine can cause fetal harm when administered to a pregnant woman
or can affect reproduction capacity. Nizatidine should be used during

pregnancy only if the potential benefit justifies the potential risk to

the fetus.

Nursing Mothers -Studies in lactating women have shown that

0.1% of an oral dose is secreted in human milk in proportion to plasma

concentrations. Because of growth depression in pups reared by treated

lactating rats, a decision should be made whether to discontinue nursing

or the drug, taking into account the importance of the drug to the mother.

Pediatric Use-Safety and effectiveness in children have not been

established.

Use in Elderly Ftaf/en/s-Healing rates in elderly patients were similar

to those in younger age groups as were the rates oi adverse events and

laboratory test abnormalities. Age alone may not be an important factor

in the disposition of nizatidine. Elderly patients may have reduced

renal function.

Adverse Reactions: Clinical trials of varying durations included almost

5,000 patients. Among the more common adverse events in domestic

placebo-controlled trials of over 1,900 nizatidine patients and over 1,300

on placebo, sweating (1% vs 0.2%), urticaria (0.5% vs <0.01%), and

somnolence (2.4% vs 1.3%) were significantly more common with

nizatidine. It was not possible to determine whether a variety of less

common events was due to the drug.

Axid® (nizatidine, Lilly)

AVepaf/c— Hepatocellular injury (elevated liver enzyme tests or alkaline

phosphatase) possibly or probably related to nizatidine occurred in some
patients. In some cases, there was marked elevation (>500 IU/L) in SGOT
or SGPT and, in a single instance, SGPT was >2,000 IU/L The incidence

ol elevated liver enzymes overall and elevations of up to three times

the upper limit of normal, however, did not significantly differ from that

in placebo patients. Hepatitis and jaundice have been reported. All

abnormalities were reversible after discontinuation ol Axid.

Cardiovascular- In clinical pharmacology studies, short episodes

of asymptomatic ventricular tachycardia occurred in two individuals

administered Axid and in three untreated subjects.

CNS- Rare cases of reversible mental confusion have been reported.

Endocrine- Clinical pharmacology studies and controlled clinical trials

showed no evidence of antiandrogenic activity due to nizatidine.

Impotence and decreased libido were reported with equal frequency by

patients on nizatidine and those on placebo. Gynecomastia has been

reported rarely.

Hematologic- Fatal thrombocytopenia was reported in a patient

treated with nizatidine and another Hrreceptor antagonisl This patient

had previously experienced thrombocytopenia while taking other drugs.

Rare cases of thrombocytopenic purpura have been reported.

Integumental-Sweating and urticaria were reported significantly

more frequently in nizatidine- than in placebo-treated patients. Rash and

exfoliative dermatitis were also reported.

Hypersensitivity- As with other ^-receptor antagonists, rare cases of

anaphylaxis following nizatioine administration have been reported.

Because cross-sensitivity among this class has been observed, Hrreceptor

antagonists should not be administered to those with a history ol hyper-

sensitivity to these agents. Rare episodes of hypersensitivity reactions

(eg, bronchospasm, laryngeal edema, rash, and eosinophilia) have been

reported.

Other- Hyperuricemia unassociated with gout or nephrolithiasis was
reported. Eosinophilia, (ever, and nausea related to nizatidine have been

reported.

Overdosage: Overdoses of Axid have been reported rarely. If overdosage

occurs, activated charcoal, emesis, or lavage should be considered along

with clinical monitoring and supp ortive therapy. Renal dialysis for four

to six hours increased plasma clearance by approximately 84%.

PV 2098 AMP [091289]

Additional information available to the profession on reguest.

Eli Lilly and Company
Indianapolis, Indiana

46285

NZ-2924-B-049310 ©1990, ELI LILLY AND COMPANY

Axid® (nizatidine, Lilly)
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The Yellow
Pages Maze

T he Yellow Pages may be the

physician’s preferred

marketing tool, but it may
also be one of the most complex.

This month, with the help of three

marketing experts who have

worked with health-care

professionals most of their careers,

we attempt to unravel a path

through the maze that lately has

developed more twists and turns in

it than the yellow-brick road that

led to Oz.

With all of the options offered

today’s Yellow Pages advertiser —
display ads, red ink, geographic

and specialty headings, and now
the American Board of Medical

Specialties’ new “Board-certified”

list — it’s no wonder that today’s

physician is left wondering how
best to spend his or her advertising

dollar. We hope our article will

help.

This month, we also continue

our article, “The Ten Most-Asked

Questions About Reimbursement,”

prepared with the assistance of

those on the OSMA Ombudsman
staff. As we informed you last

month, if you have questions

about any of the issues discussed

this month or if you have your

own questions to ask, please

contact the Ombudsman office.

They’ll do all they can to help.

Our popular “Medical
Advances” column returns this

month, courtesy of Robert Gillette,

MD, and the Ohio Academy of

Family Practice. And don’t miss

the guest editorial, written by

David G. Pollick, executive director

of the Northwest Ohio Health

Planning, Inc., at the invitation of

OSMA President John A. Devany,

MD. We think you’ll find his

examination of today’s health-care

system a thought-provoking piece.

Also this month, you’ll find a

piece on an innovative program
designed to encourage more of

today’s young people to consider

medicine as a career; an article on
two medical students who have

assembled an arresting array of

medical photographs, which they

have mounted as a traveling

educational exhibit; and a story on

the finally opened, long-awaited

Arthur James Cancer Hospital in

Columbus.
There is a lot of good reading

this month, so we won’t hold you

up any longer . . .

\(maw §>. Edwards
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PRESIDENTIAL PERSPECTIVES

By John A. Devany, MD
President of the OSMA

“You’re Really There
to Drain the Swamp”

In this issue is the first of a

series of guest editorials. David

Pollick, president of the Ohio
Health Planning Association,

argues for the long-term look at

the cost and provision of medical

care. To a degree, this reminds me
of the old adage, “when you are

up to your neck in alligators, it’s

hard to remember you are really

there to drain the swamp.” Let me
commend his article to you; it is

reasoned and insightful.

One of the many interesting

facets of this job is membership in

the Association of State Medical

Society Presidents. At the June

AMA meeting, this group met. All

of us are facing the same problems

and many are also facing election

of legislators who say if you don’t

like the Canadian system — give

us something you do like! One got

the feeling that the problem of

access and cost is approaching a

critical mass — which may allow

for a solution. There may soon be

an opportunity for real dialogue

with the other players in the

political process.

The South Carolina Medical

Society has developed a 10-point

plan called Health Care 2000.

They had guts enough to advocate

raising the age for Medicare to 68

and demanding a means test for

Medicare. That will be a real fight

— but it is a realistic factor

because, by 2015, there will be two

workers supporting one person on

Medicare. (Today, there are four,

and some of those will not have

any insurance for themselves.)

Susan Adelman of Michigan
pointed out our need to isolate all

the non-medical factors hidden in

the medical component of the

GNP, and then try to convince

Washington they don’t belong

there.

We have cost factor choices to

make beyond those that involve

rationing medical services. We
should all become familiar with

Health Access America. It is a

good start. The New York plan to

guarantee a base-line of services is

different from Oregon’s basic

priority approach, but they all are

to be commended because they are

not self-serving. They are the

works of dedicated, thoughtful

physicians who have the best

interest of our profession, patients

and our country at heart. I can

honestly say that, for me, that

session was the best of the whole

AMA convention.

Everyone knows that Band-Aids

are not going to work. Most were

not as worried about a British

system or a Canadian system (the

S & L crisis will prohibit it) but

rather, they were afraid nothing

continued on page 626
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A Golden Opportunity

OSMA Auxiliary Fall Confluence
co-sponsored by the Ohio State University College of Medicine

October 5, 1990
Ramada University Hotel & Conference Center

3110 Olentangy River Road
Columbus, OH 43204 614/267-7461

Morning Sessions Kitty Stofsick Division of

Consultant for Dermatology, OSU
:30 Registration AIDS Education “Women and
:00-10:15 Welcome — Manuel Division of Moods”

Tzagournis, MD Elementary & Stephen Pariser, MD
“AIDS — What We Secondary Associate Professor

Can Do to Stop Education of Clinical

This Epidemic” Ohio Department of Psychiatry

Michael F. Para, MD Education Assistant Medical

Associate Professor, Director

Internal Medicine 11:30-12:45 Lunch Continuing Medical

Division of Infectious Education, OSU
Diseases, OSU Afternoon Sessions

1:30-2:00 Displays

0:15-10:30 Break 12:45-1:30 Concurrent Workshops

(select one) 2:00-2:45 “A Rapid Romp
0:30-11:30 Missy Fleming, PhD Through the

Program “Dark Side of History of

Administrator Tanning” American Classical

Youth HIV Education Jonathan K. Wilkin, Music: JAZZ”
Project MD Ray Eubanks

American Medical Professor, Internal Artistic Director

Association Medicine Jazz Arts Group of

Columbus

FALL CONFLUENCE REGISTRATION FORM
NAME

ADDRESS

PHONE COUNTY
If you are making reservations for others please list names:

1 .

2 .

OSMA Auxiliary Fall Confluence tickets @$25 (includes breakfast, luncheon and workshop materials) Total

enclosed $

Reservation Deadline is September 13, 1990.

Make check payable to: OSMA Auxiliary

Mail to: Carol Wenger, OSMA Auxiliary, 1500 Lake Shore Drive, Columbus, Ohio 43204. Phone: 614/486-2401 ext.

238.

Room Reservations

If you wish to stay overnight, please call the Ramada University Hotel directly and identify yourself as being with

the OSMA Auxiliary (614/267-7461). Room rates are $52, for a double or a king size. Room reservation deadline is

September 13, 1990.
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By Sue Massie

OSMA Auxiliary President

A Golden Opportunity
Through Coalition

O n October 5, 1990, at the

Ramada University Hotel

and Convention Center in

Columbus, the Ohio State Medical

Association Auxiliary will be

joined by The Ohio State

University College of Medicine

when the two entities co-sponsor a

fall education confluence.

The Ohio State University

Hospital’s Office of Continuing

Education provided the leadership

of Stephen F. Pariser, MD, to

assist in planning the day-long

seminar. Auxiliary chair for the

seminar is Dr. Nancy Goorey,

formerly with the Department of

Dentistry at The Ohio State

University.

The OSMA Auxiliary initiated

involvement in the AMA HIV
Youth Education Project last year

when the Auxiliary sponsored a

training workshop for physicians,

health personnel and auxilians.

The workshop was a most

successful one, and the Auxiliary

plans to continue its involvement

in seeing that the youth of Ohio
receive accurate and adequate

education regarding the HIV/AIDS
virus.

The morning session for the

October 5 meeting will be devoted

to education and training directed

to the HIV/AIDS dilemma.

Michael F. Para, MD, nationally

recognized for his work regarding

AIDS and its repercussions, will be

the keynote speaker. He will be

followed by Missy Flemming, PhD,
program director for the AMA
HIV Youth Education Project, and
Kitty Stofsick, AIDS consultant

for the Ohio Department of

Education.

Following lunch, concurrent

workshops will be held on the

“Dark Side of Tanning” by

Jonathan Wilkin, MD, and
“Women and Moods” by Stephen

F. Pariser, MD. Both sessions will

be most informative and
interesting.

The morning and afternoon

breaks will afford the attendees an

opportunity to view displays and

exhibits in the atrium area

adjacent to the ballroom.

The seminar will conclude with

“A Rapid Romp Through the

History of American Classical

Music: JAZZ” by Ray Eubanks,

artistic director, Jazz Arts Group
of Columbus. Ray Eubanks’ jazz

group will also provide music

during lunch.

An invitation has been extended

to school health personnel, who
will receive continuing education

credit for attendance at the day-

long seminar. We hope to have

many school systems represented at

this confluence.

This educational meeting will

also provide reinforcement for

physicians and health personnel

continued on page 666
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LETTERS TO THE EDITOR

HCFA and CLIA
To the Editor:

As a pediatrician practicing in

the Columbus area, I wish to offer

my comments regarding the

proposed HCFA regulations

implementing the Clinical

Laboratory Improvement
Amendments of 1988. I am
concerned that rather than

achieving their intended purpose to

improve the reliability of

laboratory tests without interfering

with patient care or compliance,

the rules will instead increase costs

and inconvenience to my patients

with no corresponding increase in

quality.

I offer routine laboratory testing

in my office as a service to my
pediatric patients, whom I see for

routine well-child or sick care. The

tests done in my lab provide

screening information from which,

when combined with an exam, I

can frequently make a diagnosis

and begin treatment. I can

perform such tests accurately,

conveniently and at relatively low

cost to my patients. Questionable

results and/or more specialized

testing is already referred to our

Children’s Hospital Clinical

Laboratory, or another private or

hospital specialized laboratory.

Most of the tests I currently

perform fall into the waiver or

Level I laboratory classification. I

am suggesting that direct strep

antigen tests, CBC with

differential, throat screen and
culture, urine and fungal cultures,

and cholesterol screens can be

performed by waiver labs. For

example, throat cultures performed

as back-up to negative direct strep

antigen tests are accurate and easy

to perform and read. Further, the

stringent requirements for Level I

labs should be modified with

regard to proficiency testing,

personnel quality assurance and

computer systems requirements.

E.V. Turner, MD
Columbus, Ohio

Editor’s note: Readers who would
like more information on the

CLIA regulations should refer to

the article “The Ten Most-Asked
Questions About Reimbursement,

Part II,” elsewhere in this issue.

Presidential Perspectives
would be done — and no one

knows there’s a real problem more
than we do.

Over the past years, many have

had complaints about the PRO
and its predecessors. But we must

deal with life as it is, not as we
want it to be.

I am happy to learn that some
Ohio hospital medical staffs are

organizing groups of physicians

and support personnel to assist a

physician who receives a PRO
letter. This is helpful because a

prompt reply in appropriate

language, sometimes aided by an

impartial reviewer, apparently does

a great deal to determine the

severity level assigned the matter

by PRO. Once assigned, that level

is hard to change, so anyone who
receives a PRO letter must take it

seriously and respond in a timely,

professional manner.

Since the PRO is a fact, I refer

you to a report you recently

received from PRO Ohio
containing a letter by Gregory

Dykes, CEO of PRO. Let me
reiterate his statements:

The PRO Board of Trustees has

adopted new by-laws, making
corporate representation available

to any physician performing

professional activities and holding

a current, unrestricted license in

Ohio. Now we have the

opportunity to become involved in

peer review so that your concerns

can be heard and acted upon.

Membership entitles you to seek

election to the Board of Trustees

and to vote in corporate elections.

This is a significant advance. We

can’t just sit and complain. The
PROOhio newsletter contains a

membership application. There is

no fee. The PRO maintains that its

philosophy is one of non-punitive

collaboration whenever possible. It

is critical that a broad cross-

section of Ohio physicians

becomes involved. You can make a

difference.

As an Akron boy, I can’t let this

opportunity go by without

commending the Summit County
Medical Association for its pilot

program making primary care

coverage available in the Akron
area for people who work and

have no health benefits. This is an

outstanding effort by a local

society. I’m really proud of

you. OSMA
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JOIN YOUR COLLEAGUES
TURN TO PICO

T •

“PICO is oper-

ating profitably— it

has substantial assets

and reserves. If

independent audi-

tors and actuaries

are satisfied with

PICO’s financial

position, so am I.”

“PICO retains

Ohio’s leading

professional liability

defense counsel on

fee-for-service

basis. I know my
claim will get top

priority and expert

legal services.”

0 “Our group
practice needs

choices in coverage

and pricing con-

cepts. PICO offers

more than any other

Ohio insurer.”

“There are

many good aspects

of a claims-made

policy...but we
prefer occurrence

coverage. PICO still

has it, with high

limits and loss-free

discounts.”

PICO/OSMA Medical Professional

Liability Insurance Program

Physicians Insurance Company of Ohio
Bates Drive, P.O. Box 281

Pickerington, Ohio 43147
614-864-7100 • Toll-free in Ohio 800-282-7515



Take a break from your routine. Learn to

jump out of an airplane in airborne school.

Survive Field Survival Training with a Special

Forces unit.Or put your skills and endurance
to the test in a Combat Casualty Care Course.

The Army Reserve can take you abroad.

And to the forefront of medicine, where you’ll

experience the kinds of training and education

environments that only the Reserve can offer.

Your commitment? Sixteen hours a month.

Fourteen days a year. Less, in some cases,

should your civilian practice demand it.

Find out more about how we operate. And
in exchange for your skills, live the adventure

of your life.

Call l-800dJSAA.RMYext.431 today.



GUEST EDITORIAL

The ‘

of

W e seem incapable of

taking the “longer view”

of anything in America
today. The direct and collateral

damage inflicted on businesses and
communities in the form of lost

jobs and economic deterioration

from leveraged buy-outs, for

example, bear mute testimony to a

preoccupation with short-term

profit-taking without regard to the

future. There are many examples

of our short-sightedness in all

sectors of the economy. Health

care is no exception.

Because we simply refuse as a

society to debate formally the issue

of health care (is it a right? is it a

privilege?), we are condemning
ourselves to continued tinkering

with the system and knee-jerk

reactions to crises. We look for

quick fixes and single strategy

solutions to a complicated Rubik’s

Cube of health-care system

problems. This working around the

edges in the short run won’t get us

to a truly equitable and affordable

health-care delivery system.

What exactly is the problem? We
have at least a quorum agreeing

that our health-care system is very

‘Longer View”
Health Care

By David G. Pollick

We look for quick

fixes and single

strategy solutions to a

complicated Rubik’s

Cube of health-care

system problems.

expensive (11.3% of the GNP and

the highest per capita health

expense in any Western

industrialized nation) and
inequitable (31 million to 37

million medically indigent persons

in the U.S.). Health-care insurance

plans continue to search for

solutions such as selective

contracting, preferred risk

selection, capitation, increased

deductibles and co-pays, etc. that,

while possibly producing some

short-term savings for specific

group members, inevitably will fail

to control the overall health-cost

spiral. Cost-shifting will continue

to occur as providers cut discounts

to gain selective contracts without

cutting the expenses, which are

then passed on to non-group

members. Insurance restrictions, in

general, provide spotty cost-

containment at the expense of

access and cause enormous
confusion among both providers

and consumers alike about

insurance mechanisms.

Government also promised access

to health care through Medicare

and Medicaid entitlements, but

reneged on that promise by cutting

coverage and cost-shifting back to

other purchasers of health care.

Why is it that a highly advanced

society such as ours, which has

produced technological marvels

like magnetic resonance imaging,

lithotripsy, transplants, laser

surgery, etc., which has the ability

to map the human genome and
which can perform other veritable

wonders, cannot resolve an issue

such as access to care? For one

thing, the American public has

September 1990 629

d



Guest Editorial

I

been insulated from the true cost

of its health care. There is really

not a “sovereign consumer” in

health care, buying the health-care

delivery product based on price

signals. There are some “buy
right” strategies among purchasers

to make prudent buying decisions,

but the effects won’t result in a

system-wide solution to the cost

and access problems.

Some are trying to spur the

national debate by looking to

Canada for answers. Much has

been written about the Canadian
system, and suffice it to say that

there are many enviable features in

that system. There is universal

access, there is less confusion

about insurance and, apparently, it

is less expensive overall. There are

also long waiting lists for services,

restricted access to technology and
less choice. The American system

provides a convenient “stalking

horse” for new technology that

allows the U.S. to make the

investment while Canada watches

the result — without financial risk.

The U.S. also provides an

accessible reservoir of technology

for those Canadians who want

service and do not wish to sit in

the queue. Without access to the

abundance in the U.S. system, the

Canadian system might have to be

restructured to provide increased

technology and services at an

increased cost.

Someone once said (maybe it

was Twain) “where you stand

depends on where you sit.” So far,

this country’s intense pluralistic

tradition, coupled with the

understandable resistance of a very

profitable $600 billion to $700

billion industry has kept the

proponents of universal health

insurance at bay.

To remove the cost-shifting, we
need a system that subscribes all

and denies no one to some

To remove the cost-

shifting, we need a

system that subscribes

all and denies no one

to some reasonable

basic level of care.

reasonable basic level of care. We
must define what we mean by

basic health care. We must

emphasize health promotion,

primary care and increased health

education in the curriculum. We
must not in the process, however,

deny our free enterprising nature,

which has served us so well and
which we cherish. We must design

a system that preserves competition

and choice — a system that

provides reimbursement incentives

that encourage providers to pursue

not just their own interests, but

those of society as a whole.

We need an open, fair, national

debate on health care. We must

decide whether to set some limits

on spending nationally and then

establish ground rules. Those
involved in health-care delivery —
providers, government, business,

labor and the public — must

“discuss” the problems openly and
thoroughly. Consumers should not

be insulated from the consequences

of their personal health

responsibilities. Political officials

must move from partisan posturing

and dogma to become leaders in

the debate. While there are some
notable exceptions in industry,

business in general must move
from its apparent torpor to

become an equal and willing

partner in the discussion and
resolution.

We cannot effect this

transformation until we accept the

need to take the longer view. We
must make value judgments now
as a country that will form the

basis for a national policy on

health care that will guide us well

into the next century. This will

take enormous political will,

significant compromise and the

need to put aside many short-term

interests to gain a better long-term

return on our investment.

We must all press our

professions and our elected

officials to make this debate public

now. This country’s wonderful

tradition of balancing our conflicts

will work for us. Whatever our

views, we must try to be leaders

and not be afraid of trying. OSMA

David G. Pollick is the executive

director of Northwest Ohio Health

Planning, Inc. and president of the

Ohio Association for Area-wide

Health Planning, Inc.
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SECOND OPINION

Anabolic Steroids

and the Ohio State

Medical Board
By Richard D. Murray, MD

S
ometime in 1988 the Ohio
State Medical Board placed

notices in the legal notice

section of Ohio newspapers, which
hardly anybody reads, certainly

none of Ohio’s physicians. These
notices advertised that they were

holding hearings on steroids. The
hearings were held and only those

who were against anabolic steroids

were invited to testify. The result

was that no Ohio physician was to

be permitted to prescribe anabolic

steroids for purposes of enhancing
ability on pain of losing his or her

license to practice medicine in the

state of Ohio.

Anabolic steroids are available at

every workout gym off the street,

and there can be no doubt that

they do improve athletic ability.

Contrary to what the crepe

hangers promulgate, the risks are

very small for any serious

complications, and the individuals

who have had trouble have been

the self medicators. They make the

difference between the first team
star and the second team nobody.

In the weight lifting and
bodybuilding sports the person

who is not taking them doesn’t

have a chance. The Arnold
Schwarzenegger bodies do not

come about without steroid use.

The athletic boards have been

against them because they feel that

they are unfair competition. It

should be up to them to police

what they will or will not accept

for competition, rather than state

medical boards. Perhaps they

should set up two levels of

competition: one for those on
steroids and one for those not on
steroids. This would bring the

whole thing out into the open.

Agents of the Ohio State
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The opinions expressed in this column are those of the

author and do not necessarily reflefct the opinion or

views of OHIO Medicine or the Ohio State Medical

Association.

Medical Board have decried their

use and have stated that anabolic

steroids do not enhance athletic

ability. This is absolutely false, as

the people who are winning the

athletic contests are being tested

for steroids and the results are

proving to be positive. This alone

puts the lie to what the Ohio State

Medical Board is trying to foist on
the public. How is this

accomplished? Athletes who are

working out strenuously are prone

to work their bodies into a

negative nitrogen balance. The
anabolic steroids reverse this

process and restore positive

nitrogen balance or maintain a

positive nitrogen balance in those

who are taking them. Their second

action is increasing protein

synthesis, particularly if the

individual is on a proper diet.

Their third action is to increase the

intracellular production of creatine

phosphate, which makes the

individual muscle cell grow larger

as well as multiply. This is how the

muscles increase in size and
strength. Creatine phosphate is

essential to the restoration of

energy to muscle cells. When the

compound is insufficient, extreme

fatigue takes place, and the

exercise must be discontinued. We
see this in anorexic states and

other debilitating diseases. Those
persons who are taking anabolic

steroids are able to work out much
longer and much more strenuously

than those who are not on
steroids. The therapeutic indication

here is the relief or amelioration of

fatigue. Both oral and parenteral

steroids increase protein synthesis,

while those taken orally stimulate

creatine phosphate production,

without which the muscle loses all

ability to accomplish anything, and
fatigue becomes excessively

exhausting.

The birth control pill is of the

same generic stem as anabolic

steroids. They carry similar risks

and are administered to frustrate a

normal physiological function of

the menstrual cycle in the female.

They are not given for any

therapeutic purpose. They prevent

pregnancy from taking place while

anabolic steroids prevent fatigue. It

is the height of hypocrisy to say

that there is a medical indication

for one and not for the other, yet

this is what the Ohio State

Medical Board is saying.

Furthermore, to deny the steroid

users medical help is to force them
to become self medicators, which

can only result in trouble. Self

medicators often believe that if

one pill does a certain amount of

good, 10 pills are 10 times as

good, and it is overdosage that

begs for complications. These

drugs are not habit-forming drugs,

and it has been proven that upon
discontinuation of their use, all

values return to normal or to what

they were before the anabolic

steroids were employed. This is the

reason for prescribing them
intermittently, two months on, two

months off. I feel that this

regimen is important, and it

should not be left to the black

market or to self medication. The
type of body that these drugs are

producing is indeed spectacular

and was not seen prior to the

advent of anabolic steroid use. To
want to win is not a sociologic

problem, but rather a part of

human nature. Whether you are

playing at cards or sports, not

wanting to be the winner is

abnormal. In cases of morality, the

end does not justify the means,

but in art it does justify the

means, for medicine is not just

science, it is also art. The
manufacture of bulging muscles

and excellence in athletic ability is

just as much an art as a face lift

to take the wrinkles out of a face,

or the bags from beneath the eyes.

There have been no long-term

follow-ups on this regimen, so the

worriers will just have to continue

worrying until there are. I think

that they are going to be

disappointed. Certainly, until they

can come up with some proof that

the long-term effects are harmful,

silence would be the better part of

valor. As of this date only four

states have made laws or

regulations forbidding physicians

to prescribe anabolic steroids for

improving athletic ability. There

obviously is no unanimity among
the states on this subject. Texas,

California and Alabama are the

other three states who have bowed
to the wishes of the athletic

boards. These drugs, which are not

habit-forming, are readily available

on the black market like the habit-

forming ones, so individuals who
want them can easily get them for

a price. They can also go to a

physician in a neighboring state

where the doctor’s hands have not

been tied. In the meantime, birth

control pills are available for the

asking anywhere even though the

identical risks are incumbent to

their use. OSMA

Richard D. Murray, MD, is a

Youngstown plastic, reconstructive

and maxillofacial surgeon.
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OSMA
Long
71:ra i

Care
to protect you

and your family

against the ever

increasing costs

of long term

care.

Pickerington, Ohio 43147

(614) 864-3900
1-800-742-1275

Fact #1:

Long term care costs

can be devastating

(a year in a nursing

home now costs on

average $22,000 or

more)*

Fact #2:

Medicare pays little,

if any, long term care

costs (Medicare

actually covered less

than 2% of the $35
billion spent on

nursing homes in

1985)**

Fact #3:

Medicaid covers long

term care costs only

after family assets

have been exhausted

and beneficiaries

have little choice

regarding where they

receive care.

OSMA Long Term Care has been developed exclusively for members,

their families and office staff to help those requiring long term care

preserve their assets and allow them to receive quality care in the comfort

of their home. It is very competitive in rates and coverage and easy to

apply . . . with no medical exams required.

Features and Benefits:

4 Year Benefit Period ... $120 Daily Benefit . .

.

90 Day Elimination Period

Covers all levels of care

Skilled, Intermediate and Custodial

Benefits available for care in your home, nursing

home or adult day care center

No prior hospitalization required

Covers Alzheimers disease

Coverage is guaranteed renewable for life

Waiver of Premium benefit

Family and nonsmoker discount available

Option to increase benefit at future dates without

evidence of insurability

This new benefit is available through American Physicians Life, the

OSMA’s life and health carrier, committed to maintaining the finest

protection at the best possible price. For more information and to apply

for coverage, contact your OSMA Benefits representative at APL tollfree,

1-800-742-1275.

‘Source Consumer Reports May 1988 "Source US News and World Report February 9, 1987
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Leadership Day
Physicians and auxilians met at the

Great Southern Hotel in Columbus
in May to prepare for leadership

roles. The Leadership Training Day
featured a series of lectures dealing

with how to address an audience,

how to work effectively with

others, and how to conduct a

meeting efficiently and effectively.

The training was invaluable for

physicians and auxilians planning

to serve in a leadership role in the

upcoming year. The seminar also

gave physicians and auxilians from

across the state an opportunity to

meet and share ideas.

Quality measurement program under study
Northeast Ohio business, hospital

and physician leaders, in what

many view as a revolutionary step

in American health care, have

formally joined together to create

a community-wide quality

measurement program to benefit

consumers.

The Greater Cleveland Hospital

Association, the employer-

organized Health Action Council

of Northeast Ohio, and the

Academy of Medicine of Cleveland

have developed a plan aimed at

promoting high-quality, cost-

effective care for patients.

By June of next year, a special

committee of the three groups will

recommend methods for measuring

the cost and quality of health care

rendered at area institutions. The
committee will focus on four key

issues. They are:

• Choosing severity of illness

systems, which will be necessary to

fairly compare different patient

groups;

• Identifying quality of outcome
indicators by which valid

comparisons between institutions

can be made;
• Developing a patient

satisfaction survey; and
• Creating a formal review

program.

After the committee makes its

recommendations, an 18-month

trial program will begin. Full

implementation of the quality

program is scheduled to begin

January 1, 1992. Area businesses

will then use these measures to

help their employees to identify

and choose institutions with

superior performance.

The “Health Quality Choice”

program was initiated by the chief

executive officers of 10 major

Cleveland corporations. It has also

been endorsed by Cleveland

Tomorrow, which has pledged

financial support. The Greater

Cleveland Hospital Association,

the Health Action Council, and

the Academy of Medicine of

Cleveland have adopted resolutions

supporting the joint venture.
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OSU using new cardiology procedure
A procedure using ultrasonic

waves is giving cardiologists at The
Ohio State University Hospitals a

better view of the heart, enabling

them to detect heart disease more
accurately.

Called transesophageal

echocardiography, the procedure

uses ultrasonic waves to view the

heart via a probe inserted into the

patient’s throat.

The procedure is similar to the

standard echocardiogram, but it

“provides a new window to look

at the heart as it’s functioning,”

according to Anthony Pearson,

MD, director of University

Hospitals’ echocardiography

laboratory.

Because the new procedure is

conducted by placing a thin,

flexible tube with an ultrasonic

probe down the patient’s throat, it

avoids a problem often associated

with the standard echocardiogram
— the impedance of ultrasound

waves by ribs, fat or lung tissue.

“Because the esophagus sits

immediately behind the heart, it

allows a much more direct route to

visualize the position and motion

of the heart, especially the back

portion,” Dr. Pearson says, adding

that the procedure “is especially

sensitive and accurate for

diagnosing faulty prosthetic mitral

valves, for detecting cardiac tumors

and clots, and for spotting

potentially fatal tears and
aneurysms in the aorta.”

Akron hospitals experiment with clot-dissolving drugs
For the next year and a half,

heart patients admitted to certain

Ohio hospitals may find

themselves the subject of

experimental blood clot-dissolving

drugs.

Hospitals participating in the

worldwide study (which involves 800

medical centers in 23 countries)

will dispense streptokinase, tPA
and APSAC. Although
thrombolytic drugs have been
around for some time, questions

remain as to which drugs to use in

certain circumstances.

“We don’t know which of these

three is best,” explains Darell

Heiselman, MD, a cardiologist at

Akron General Medical Center,

one of the participating hospitals.

Patients receiving the

experimental drugs will not be

charged for the drugs, which Dr.

Heiselman says is “not a bad
deal,” considering that a single

dose could cost as much as $3,000.

The study, which was begun earlier

this year, is expected to last two

years, and the results are expected

to be published in three years.
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Colleagues

KATHRYN SKITARELIC, MD,
Portsmouth, was honored recently at

the Ohio AIDS Service Awards din-

ner for her service in AIDS education

. . . JOHN R. SADD, MD, Toledo,

has been elected to the board of Pro-

Medica Health Systems, Inc. . . .

LESTER MARTIN, MD, Cincinnati,

has received the 1990 Daniel Drake
Award, which honors physicians who
have made lasting contributions to

the University of Cincinnati College

of Medicine . . . AUGUSTUS G.

PARKER, MD, Columbus, has been

named chair of the OB/Gyn Depart-

ment at Grant Medical Center . . .

WILLIAM R. SCHULTZ, MD,
Wooster, a former OSMA president,

has been re-elected secretary of AAA-
Ohio Auto Club’s board . . .

STEVEN SCHEER, MD, Cincinnati,

has been named medical director of

physical medicine and rehabilitation

at Drake Center, Inc. . . . OSCAR W.
CLARKE, MD, Gallipolis, a former

OSMA president, has been elected

president of the Holzer Medical Cen-

ter medical staff . . . BARRY O.

CONLAN, MD, Perrysburg, has been

Oscar Clarke, MD

named assistant director of the fami-

ly practice residency program at Mer-

cy Hospital . . . STEVEN G.

GABBE, MD, Columbus, has been

named “Ohio Clinician of the Year’’

by the American Diabetes Associa-

tion’s Ohio Affiliate . . . S. BAIRD

PFAHL, MD, Sandusky, has been

elected chair of the board of Physi-

cians Insurance Company of Ohio
. . . GURBACHAN S. CHAWLA,
MD, Bellaire, has been elected chair

and medical director of the Health

Guard Medical Group . . . EDWARD
T. BOPE, MD, Columbus, has been

elected to a five-year term on the

American Board of Family Practice

. . . S. AMJAD HUSSAIN, MD,
Toledo, a thoracic and cardiovascular

surgeon, was recently installed as

president of the Toledo Surgical Soci-

ety ... The Cleveland Society of

Obstetricians and Gynecologists

recently installed GITA P. GID-
WANI, MD, Fairview Park, as presi-

dent, and named JAMES J.

IZANEC, MD, Garfield Heights,

president-elect . . . BERT H.
MCBRIDE, MD, Cincinnati, has re-

ceived the first Joseph P. Evans, MD,
Award in Neurosurgery from the Uni-

versity of Cincinnati Department of

Neurosurgery and the Mayfield

Neurological Institute. Dr. Evans re-

ceived the award in recognition of his

outstanding service to the communi-
ty and commitment to medicine.

Film helps companies handle AIDS

How is the subject of AIDS
being handled in the

workplace? Not very well,

claims a California film

company. To compensate,

CRM films has recently

introduced a training program
called “Face to Face on
AIDS,” which is meant for

employers and employees alike.

The program not only aids

employees by dispelling

common myths about AIDS,
ARC and the HIV virus, but

also gives upper level managers

guidelines for examining

company policies and their

own attitudes on the issue.

The program, which lasts

about two hours, includes one

30-minute video, which

contains an introduction and

five vignettes, including

“Don’t Touch Me!” and

“What About Us?” Also

included are 10 participant’s

guides and a leader’s guide

containing references and

optional program formats.

The program can be

purchased for $695 (VHS or

Beta) or rented by the week.

For a program preview or

more information, contact

Clare Marsch at (800)

421-0833.
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Medical Aids
EMS Hotline

Physicians who call the new toll-

free EMS hotline will receive up-

to-date clinical information on

eosinophilia-myalgia syndrome, the

illness related to the use of food

supplements containing L-

tryptophan. In addition, physician-

to-physician consultation and

referrals to treatment centers

around the country will also be

provided.

The Food and Drug
Administration recalled all

products containing manufactured

L-tryptophan in March. To date,

1,477 cases of EMS have been

reported and 21 deaths

documented. Symptoms include

intense myalgia, weakness, fever,

fatigue, arthralgia, rash, dyspnea

and swelling of the extremities.

The EMS hotline, which also

answers questions from the public,

has been established by the Public

Health Foundation, and operates

Monday through Friday, 10 am to

6 pm. The service is free.

EMS Hotline

1-800-EMS-2829

Hansen’s Disease Program
A nationwide network of over

900 physicians, representing

numerous medical specialties and
varied backgrounds, has been

developed by the Regional

Hansen’s Disease Program to

provide medical services to the

approximately 6,000 U.S. patients

with the disease.

Physicians who wish to utilize

the program’s resources can obtain

medications, patient education

materials, insensitive limb

screening materials and clinical

literature at no charge. Any
physician with an interest in

managing Hansen’s disease

patients can also be placed on the

program’s referral list.

For more information, contact

Larry Pfeifer, Clinical Coordinator.

Regional Hansen’s Disease

Program
1-800-642-2477

Clinical Clips
60

Percentage of U.S. pediatricians offering night hours

more than once a week

64

Percentage of pediatricians with weekend office hours

185

Percentage of increase in pediatric services

when children’s coverage was switched

from Blue Cross to an HMO
22

Percentage of increase in well-child visits

27

Percentage of increase in after-hours visits

42

Percentage of increase in acute-illness visits

53

Percentage of increase in weekend visits

93

Percentage of increase in chronic-illness visits

70

Percentage of increase in referrals to specialists

100,000

Number of “crack babies’’ born nationwide each year

$1.5 billion

Total costs of preparing crack babies for school plus

medical and foster care costs

Sources for Clinical Clips on page 660
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How should you counsel your patients who smoke?
When patients come to you for

advice on the best way to stop

smoking, what do you tell them?
This month, the Ohio State

Medical Association is sponsoring

a seminar that explores that very

subject, but the Journal of the

American Medical Association has

already published a study that says

smokers who want to stop have

better luck doing it on their own
than trying to kick the habit

through an organized program.

Among those who tried to quit

within the study’s past 10 years,

47.5% of those who quit cold

turkey on their own were

successful, compared with only

23.6% of those who used an

organized stop-smoking program.

Other findings:

• Those who smoke less than 25

cigarettes a day have a 44%
success rate; those who smoke
more than that amount have a

45.5% success rate.

• People who made fewer

attempts to stop smoking were

more successful than those who
tried more often to stop.

• College-educated smokers have

better success at quitting than

those who haven’t received any

higher education.

The authors warn about

comparing the results from

cessation programs to those who
try on their own, however. Such

barriers as inaccessibility and cost

are reasons more people don’t try

organized programs, they say.

Belmont County’s award encourages future physicians

Beallsville High School in

Belmont County will feature a new
trophy in its display case this year,

thanks to the Belmont County
Medical Society and a seventh-

grade student named Zachary
Lendon.

Lendon was this year’s recipient

of the medical society’s traveling

Presidential Trophy Plaque and a

$100 savings bond, presented for

his project, which attempted to

show which over-the-counter

medications are most effective in

relieving pain.

Doreen Dupont, MD, who serves

on the OSMA’s Young Physicians

Section, says that the idea for the

presidential award came from the

Young Physicians Section as well

as a need to nurture future

physicians.

“Medical associations on all

levels are addressing the fact that

fewer and fewer students are

interested in becoming physicians.

This lack of interest in medicine is

manifesting in fewer applicants to

medical school. Physicians fear a

resulting lowering of standards of

accepted applicants into medical

school. The Belmont County
Medical Society is hoping to

stimulate the interest of local

students in the medical field.”
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Medical Students Take a
Fantastic Voyage

By Karen Kirk

T wo fourth-year medical

students at Ohio State

University’s College of

Medicine have put together a

traveling medicine show. Instead of

touting elixirs and potions though,

these students are enticing

audiences with photographs.

Not just any ordinary

photographs mind you, but

dramatic black and white ones that

take viewers on a fantastic voyage

through the human body.

Conducting the tour is none other

than an electron microscope that

magnifies cells up to 13,000 times.

“Our attempt was to capture the

viewer’s attention with pictures —
pleasing art, not something scary

or grotesque,” Seth Guterman, one

of the creators, explains. Guterman
and his partner, Jonathan Liss,

spent 15 long months working into

the wee hours of the morning

combing medical journals,

international magazines and
textbooks in search of appropriate

art to tell their medical story.

“Visual images become concrete

memories,” Guterman believes.

“Hopefully, these memories will

trigger the recollection of dangers

associated with hazardous

Jonathan Liss (left) and Seth Guterman with “Art Through the

Microscope ’’ Exhibit.

conduct.” These stunning

photographs and staggering

statistics should stimulate learning.

“By taking a few minutes to read

the introductory panel, a viewer

will understand what a cell is

without a 50-minute lecture,”

Guterman explains.

The exhibit features six 8-foot-

high panels dealing with preventive
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medicine, specifically: teen-age

pregnancy, AIDS, heart disease,

smoking and cancer. The “voyage”

is intended to educate individuals

about disease prevention through

artistic photographs, never before

seen by the general public. “Our
aim was to bring art and science

together — therefore, the logo, a

microscope and paintbrush. We are

attempting to motivate behavioral

change by combining visual

persuasion with written

information,” Liss says.

One photograph shows a large

white blood cell (macrophage)

reaching out with what appears to

be a long, spindly arm to grab and

eat a germ. The text explains that

macrophages do not eat germs
when the body is infected with the

AIDS virus. The dangers of

smoking come alive through

enlarged photographs comparing

irregular-shaped cells lining the

windpipe of a smoker (after only a

week of smoking) to healthy cells

of a non-smoker accompanied by

the text, “40 million people who
quit smoking are still living.”

Another panel — heart disease —
reveals red blood cells rolling out

of an artery along with a series of

photographs depicting the slow,

dangerous process of cholesterol

build up, while still another picture

graphically reveals a blood clot.

Teens will find some hard-hitting

facts in the teen-age pregnancy

display. Guterman and Liss point

out that 200 million sperm are

released by a male during sex,

therefore, having sex even one time

can result in pregnancy.

The exhibit, appropriately titled

“Art Through the Microscope,”

premiered this spring at a gallery

hop in Columbus to waiting

audiences. “People were actually

reading the text below each

photograph; it was amazing,”

Guterman says. “We had been told

(by the gallery owners) not to

expect viewers to spend more than

White blood cell reaching out to

eat a germ.

five minutes on the entire display.”

Conversations regarding the exhibit

were carried out onto the street,

leading the creators to believe that

they had a success on their hands.

Since that time, the exhibit has

piqued interests at local libraries,

schools and shopping malls, and is

presently on a two-month stint at

the Cleveland Museum of Health

and Education.

The medical students’ mission is

to prevent health problems and if a

visual image approach is what it

takes, they’re willing to try it.

“We’re trying to disseminate

health information to individuals

who are not typically motivated by

conventional methods,” Liss

explains. Fortunately, that’s exactly

what’s happening. When Liss took

the exhibit to a local third-grade

class, he was amazed how much
information the students

comprehended; written reports

from the students featured

terminology such as cilia and
emphysema. It’s also not unusual

to see adult shoppers in the mall

stop in their tracks to take a closer

look at one of the photographs,

Guterman says. “When one
woman saw the smoking
photographs, she tossed her

cigarette into the street,” Liss

adds.

Straightforward text accompanies

each photograph, explaining in

detail how a particular disease can

kill and how it can be prevented.

Guterman cited as an example the

section on AIDS, which includes a

list of “How NOT to Get AIDS.”
The text elaborates: Don’t have

sex; use a condom; only have sex

with a faithful partner; and don’t

shoot drugs. “We tried to dispel

any fallacies individuals have about

picking up the AIDS virus from

toilet seats, donating blood or

shaking hands with an infected

person,” Guterman says. In order

to do this, the medical students

spelled out how people actually

contact AIDS — having sex with

someone whose sexual past you

don’t know; sex with multiple

partners; sex without a condom;
sex with an infected person; anal

sex; and sex with someone who
shoots drugs or engages in anal

sex. “The material was broken

down into facts and results — if

you do this, this will happen,” Liss

points out.

Hours upon hours of sifting

through tremendous amounts of

statistics and months and months
of rewriting went into compiling

the text. “We consulted PhDs,

physicians, priests, rabbis, teachers,

experts in the field of cardiology,

obstetrics, oncology, friends,

neighbors and people off the

street,” Guterman says. The
authors wanted to get their point

across without offending or

misleading their public. Words
were selected cautiously.

“Our goal was to give the public

a way to prevent a health problem,

to give them control of their own
health,” Guterman says. Liss
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“If the public can understand how things

happen and their susceptibility to hazardous

behavior they may be willing to make lifestyle

changes.”

interjects, “If the public can

understand how things happen and
their susceptibility to hazardous

behavior, they may be willing to make
lifestyle changes.” The medical

students believe the “power of change

is in each person’s hand.” The
responsibility is up to the individual,

not the physician.

The greatest asset of the exhibit is

its ability to reach mass audiences or

small groups. This versatility allows

the medical students to distribute

pertinent health literature at each site.

Ohio State University College of

Medicine and University Hospitals

are the main sponsors of the

$6,000 project. Other contributors

include: Slide Service

International, the OSU
Department of Obstetrics and
Gynecology, the OSU Department

of Surgery, Ohio Cancer
Information Service at the Arthur

James Cancer Hospital and

Research Institute, the American
Cancer Society, Integrated

Microscope Resource at Madison,

Wis., the OSU Department of

Preventive Medicine and the

Division of Infectious Diseases and

AIDS Clinical Trials Unit. Thanks
to a $1,000 grant from the Arthur

James Cancer Hospital and

Research Institute, Liss and
Guterman are busy putting

together a slide show of the

exhibit. Someday, they hope for

the slide show to be a permanent

fixture in Ohio school libraries.

Using spectacular photographs

to take the viewer on a trip

through the human body, along

with staggering statistics, may be

just the key to teach the public

about preventive medicine. 0SMA

OHIO
SIAIE
UNIVERSITY

CENTER FOR CONTINUING MEDICAL EDUCATION PRESENTS

DRUG MONITORING AND
CLINICAL PRACTICE
OCTOBER 20-21, 1090

GASTROENTEROLOGY
UPDATE

OCTOBER 26-27, 1990

HYATT ON CAPITOL SQUARE, COLUMBUS, OHIO

Conference Topics Include:

serum drug testing and medical procedures

serum drug monitoring in the office (practical guidelines)

Participants can select several topics as Breakout Sessions,

including cardiovascular, psychotrophic, antibiotics,

pregnancy, and diabetes mellitus.

Accreditation:

Approved for

10.75

hours in Category I of the Physician’s Recognition

Award of the American Medical Association

10.75 hours by the American Academy of Family Physicians

1.075 C.E.U. by the Council of Ohio Colleges of Pharmacy

Fee: $125

Conference Topics Include:

colon cancer

endoscopic challenges

hepatitis

gastroenterology radiation

pancreatitis

Accreditation:

Approved for

10.5 hours in Category I of the Physician’s Recognition

Award of the American Medical Association

10.5 hours by the American Academy of Family Physicians

Fee: $125— Physicians

$70—non-OSU Hospital Trainees and Nurses

For a conference brochure or more information, please contact The Ohio State University Center for Continuing Medical Education at

(614) 292-4985 or 1-800-492-4445.
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New Crop of Medical
Students is on
the ‘Horizon’

|

By Michelle J. Carlson

T here’s a new wrinkle on
medicine’s horizon, but it

has nothing to do with

third-party payors, national health

care or malpractice.

Rather, it’s Horizons in

Medicine, a program at Wright

State University that encourages

high school students —
particularly minorities — to

consider medical and health-care-

related careers.

Participating students, who take

the six-week program during the

summer between their junior and
senior years, spend their mornings
attending classes such as

biochemistry, anatomy and

physiology (a different subject is

concentrated on each week), while

their afternoons are spent at

individual work assignments at

local hospitals.

“It gives you a lot of first-hand

experience,” says Jenene

Washington, “so I’ll know if I

want to pursue (medicine).”

Washington, who will be a senior

this fall at Xenia High School,

Horizons in Medicine student Rahul
part of his afternoon duties.

says that she has been interested in

medicine for some time and plans

to become a pediatrician.

Fellow student Rahul “Roy”
Banerjee, who will be a senior this

fall at Miami Valley High School,

agrees that the program has been

“Roy” Banerjee assists a patient as

helpful in showing him a side of

medicine he has never seen before.

“I really like it,” says Banerjee,

who serves as a patient escort at

Kettering Medical Center during

the afternoons. “It’s a good job

because you have a lot of patient
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contact and you get to see a lot of

the hospital and how it works.”

(Like Washington, Banerjeee also

admits a long-time interest in

medicine — “for as long as I can

remember,” he says.)

The program, which was

established in 1979, was done so

because “we wanted to excite and
motivate bright young people at

first, then we wanted to establish a

pipeline that could bring them into

the health-care community,” says

Allen Pope, director of minority

affairs and financial aid at Wright

State School of Medicine. “It was

an outgrowth of community
interest.”

Since the program’s inception in

1979, however, changes have been

made, says Pope.

“When we first started the

program, it was set up like a high

school, where we had chemistry

for six weeks and so forth, but we
realized that we couldn’t replace

the high school curriculum ... so

we got out of that format. We
then changed our entire concept

(to a variety of classroom subjects

and hands-on training).”

With all the talk that the pool

of medical school applicants is

dwindling, one might be surprised

to learn that competition for a

place in the program is fairly

steep: Out of an original average

pool of 70 plus students, only 20

make the final cut.

The selection process involves

Pope making initial contact with

all area high schools, soliciting

prospective students via guidance

counselors. From there a

committee made up of community
leaders (many of whom have been

Horizons in Medicine students Sandy Woods (left) and Jenene

Washington.

that a student may have excellent

grades and interview poorly or vice

versa.

While Pope is clearly proud of

the program, he is equally proud

of those students who complete it.

Of the 235 who have completed

the program, he says, “22 have

gone on to medical college and

half of those have matriculated

from Wright State.” Forty-six

others, he continues, have gone on

to health-related careers, and
overall, 92% have earned

undergraduate degrees. (It should

also be noted that students who
complete the program receive a

one-year scholarship to Wright

State and the winner of the

program’s annual research

on the committee since the

program’s inception — one reason,

Pope says, the program is so

successful) reviews student

applications and essays and teacher

recommendations. Students who
make that cut are then invited to

an interview.

Ultimately, acceptance into the

program relies “on a combination

of things,” says Pope. “A lot of

counselors and science teachers

write letters of recommendation,

and that impresses the committee.

(Also) individuals have to be able

to work with a minimum of

direction.

“Grades would probably carry

the most weight, but it’s not all

inclusive,” he continues, noting
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competition receives a four-year

scholarship.)

As testimony to the program’s

track record, students who
graduated from the program years

ago still look upon it as an important

adjunct to their education.

“I think it was a good
opportunity,” says Walter

McClendon, now a first-year

medical student at Wright State.

“It lets you get into the hospital

and see what goes on.

“I had been set on being a

doctor, but the hospital experience

was really good,” he continues. “I

got to do a lot of hands-on things

. . . it’s definitely more exciting

than sitting behind a book and
just reading.”

The program was helpful in a

slightly different way for Angela
Porter, a second-year medical

student at Wright State. The
interview to get into the program,

she says, “was basically like a

medical school interview. They ask

you the same type of questions.”

And although she didn’t know it

at the time, it helped her later

when interviewing for college.

Also, she adds, the coursework

gave her a taste of what to expect

from medical school.

Despite the flurry of daily

classes and hospital work — not

to mention giving up six weeks of

the summer — all four students

say the program is highly regarded.

“If somebody is really interested

in the medical field, I would
recommend it,” says Banerjee. “If

someone’s seriously thinking about

medicine, it’s a good program.”

Adds McClendon, “I’d

definitely recommend it, especially

for minorities. This is one of those

avenues that tells you you can do
it. It lets you know that medicine

is difficult, but it’s not

insurmountable.” OSMA

Adopt-a-School Program Catching On

B y now you’ve probably

heard that American
students in general lack

significantly in their knowledge of

geography. So is it any surprise

that a recent study showed that

14-year-old American students

ranked 14th out of 17 countries in

their knowledge of basic science?

Surprising? No. Disappointing? Of
course.

But thanks to the efforts of the

Academy of Medicine of

Cleveland’s Young Physicians

Committee, at least some
Cleveland area students will have a

chance to expand their scientific

knowledge.

To be more specific, in February

the committee formed its “Adopt-

a-School” program by “adopting”

Memphis Elementary School in

Cleveland.

“The Cleveland Board of

Education matched us with a

school that was very interested in

being adopted,” says Michael H.

Frankel, MD, chair of the

committee, explaining how
Memphis Elementary was selected.

To date, committee members
have spoken to fourth-, fifth- and
sixth-graders at the school a total

of 11 times on such subjects as

muscles and the skeleton; cells,

tissue and organs; blood; nutrition;

and the digestive system. In

addition to giving informative

talks, physician members have also

donated books, posters,

microscopes and stethoscopes to

the school.

“Our main objective,” says Dr.

Frankel, “is to spark the science

interest in these children, with the

hope that some of them will

choose careers in science and
medicine.”

The program is modeled after

the AMA Young Physicians

Section’s “Natural Science

Ambassador Project,” which aims

to show youngsters, among other

things, that science can be fun,

that it is important to our everyday

lives and that scientists are

approachable, likable people.

The AMA began its program

after one of its studies found that

“many students are never exposed

to the historical continuity of

science . . . the freedom of these

students to choose a career path in

science may in fact not be a choice

at all because they do not receive

the exposure needed to make an

intelligent choice.”

In Cleveland, Academy members

are carrying out the AMA’s
mission, and in fact sponsored a

field trip for 65 students from

Memphis Elementary to the

Cleveland Health Education

Museum in June. This school year,

Dr. Frankel says, committee

members hope to visit the school

year-round once every two weeks

and to conduct a field trip to a

hospital.

Because of the size of the

committee, for now members are

able to concentrate on only one

school. But Dr. Frankel notes that

in an effort to reach more
children, there are plans to serve as

judges and sponsors at the next

Northeastern Ohio Science and

Engineering Fair. Also, the

Academy would like to eventually

offer its own scientific award.

Ultimately, Dr. Frankel says, the

program benefits both sides. “The
students are receiving an exposure

to science that will benefit them in

their school years and beyond, and

the young physicians have the

satisfaction of knowing they are

helping steer these children toward

an appreciation of and possible

careers in science and medicine.”

— Michelle J. Carlson
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Cancer Hospital Dream
Becomes Reality

“Cancer has always been an area of em-

phasis at Ohio State; we’ve been discussing

building a cancer hospital for the last 30

years.”

By Karen Kirk

N early four years after its

scheduled opening, the

Arthur James Cancer

Hospital and Research Institute on
The Ohio State University campus
finally welcomed its first patients

in July. Contract disputes and
broken water pipes plagued

previous openings. However, all

activities would be operational by

the end of this month, David

Schuller, MD, director of the

center, states.

A long wait, maybe, but for

Ohio residents and physicians it’s

been a worthwhile one. The
12-story, 271,000-square-foot

facility is the only free-standing

cancer hospital and research

institute in the Midwest. Although
other cancer centers exist within

Ohio cities such as Cleveland and
Cincinnati, the Arthur James
facility is a comprehensive center

housing aggressive research

programs; offering diagnosis and
treatment; and providing a

comprehensive setting for

educating health professionals,

cancer patients and the public, all

under one roof. “This is the only

one of its kind between Texas

(M.D. Anderson) and New York

(Sloan-Kettering at Roswell park),”

Dr. Schuller points out.

Although the hospital will draw

patients from a seven-state area,

special considerations will be given

to Ohioans, Dr. Schuller says.

Today, especially, Ohio residents

need this specialized cancer care.

Shocking figures released by the

American Cancer Society show
Ohio ranks fifth in the nation in

cancer mortality — three years

ago, Ohio ranked eighth. “Clearly,

cancer is becoming the state’s

number one killer, with 49,000

Ohioans expected to be diagnosed

with cancer this year, and out of

that, an estimated 24,000 deaths,”

Dr. Schuller points out.

“Cancer has always been an

area of emphasis at Ohio State,”

Dr. Schuller says, adding, “we’ve

been discussing building a cancer

hospital for the last 30 years.”

Instrumental in getting those talks

started was Arthur James, MD,
professor emeritus of surgical

oncology at Ohio State and
namesake of the new hospital. Dr.

James continually pushed for

4
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construction of a cancer hospital.

“From the time I joined the staff

at Ohio State, I could see the

potential for a major cancer

research and patient care facility,”

Dr. James says, continuing, “I felt

strongly from the beginning that it

could be a reality if we worked
hard enough for it.”

Dr. James would not let his

dream die. He solicited support on
state and national levels until

enough money ($40 million from

the state and $14 million from the

university) was procured.

Treatment in this 160-bed facility

will pick up where most traditional

treatment programs have produced

unacceptable results, Dr. Schuller

explains. Many patients will be

involved in protocol studies, where

a new method of treatment is

being evaluated. Physicians

document treatment results and

compare these findings with other

cancer centers in the country.

“Our bone marrow transplant

unit, under the supervision of Dr.

Peter Tutschka, which occupies an

entire floor (24 beds), is one of

our most outstanding success

stories,” Dr. Schuller says. “Our
survival rate is one of the best in

the United States. Other

institutions are now using Dr.

Tutschka’s regimen to try to

duplicate his results,” he says. At

other institutions, patients in the

standard risk group can expect a

50%-55% chance of cure; at Ohio
State the cure rate is 85%-93%.
The rates result from improving

pre-transplant preparation methods
to prevent the grafted bone
marrow from destroying the

patient’s tissue, and improved

methods for lowering the

substantial risk of infection

following transplant. This risk has

been minimized by featuring

environmentally controlled

conditions in the patients’ rooms
such as: positive-pressure air,

which sterilizes the area;

“ultracleaned” water found in

sinks and showers; and a box

between the main room and
anteroom which uses ultraviolet

irradiation to sterilize any food or

personal items passed through to

the patient.

Other new treatment services

include utilization of innovative

forms of radiation therapy. One
such treatment, intraoperative

radiation therapy, allows the

surgeon to administer high-voltage

radiation directly into the tumor
during surgery, all the while

protecting the surrounding healthy

tissue. One of the six operating

rooms in the hospital offers this

capability.

Another therapy being

administered is brachytherapy, an

old method that has been

improved. In this procedure the

surgeon places seeds of radioactive

agents in hollow catheters directly

next to the tumor. This one-step

process eliminates repeat visits of

beam radiation and minimizes the

discomfort.

A third method, conformation

radiation therapy, solicits computer

technology. CAT scan data

pinpoints the tumor and transfers

that information to a linear

accelerator. The radiation

conforms to the shape of the

tumor, thus protecting good
tissues.

Surgeons will experiment with

radio-immuno-guided surgery,

“The close proximity

of researchers and

clinicians allows for

everyone to have the

same focus.”

where an antibody is injected into

the patient’s vein, and with the use

of a special probe the physician

can detect the radioactivity once it

has attached to the cancer. “This

procedure uncovers a cancer that

cannot be felt or seen on an X-

ray,” Dr. Schuller says. Ohio State

credits its engineering department

for designing the special probe for

the surgical oncologists.

This being the only cancer

hospital located on a university

campus, physicians work with

cancer researchers from 11

different colleges.

“The close proximity of

researchers and clinicians allows

for everyone to have the same
focus, namely the patients,” Dr.

Schuller believes. Housing research

laboratories on the top two floors

of the hospital allows for quick

analysis of tissue shortly after its

removal in the operating room.

Other notable features at the

hospital include ambulatory

chemotherapy, where long-term

treatment can be given on an

outpatient basis — 14 beds are

reserved for short-term treatment

and eight larger rooms are used

for long-term (six-, eight- or

10-hour treatments). The
outpatient department will be

capable of handling 100,000

patient visits annually.

Raising awareness about the

hospital is another part of the

continued on page 668
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How to Find Your Way
Through the

Yellow Pages Maze
By Karen S. Edwards

T he call comes as regularly as

the tax booklet that arrives

in your mailbox every

January, and is probably just as

welcomed. Invariably, it will reach

you on the busiest day of the year,

when patients line your waiting

room like matches in a book.

“B-r-r-r-i-n-g!”

“Hello?”
“Dr. Jones?”
“Yes.”

“I’m calling about your ad in

the Yellow Pages.”

If, at this point, you feel like

wrapping that phone cord around

your neck a couple of times,

you’re not alone. Listing in the

Yellow Pages, today, is no picnic.

Since the breakup of the phone
company, there are suddenly twice

as many companies seeking your

ad for their directory — and what

a directory these companies now
offer! An assortment of type

styles, graphics and bright red ink

are offered to help physicians

sharpen their competitive edge —

and for those who want to hone

that edge even finer, there are

geographic and specialty headings

that promise multiple exposure to

those listing under them. (This

spring, a new wrinkle was added

when the American Board of

Medical Specialties announced its

controversial plan to add its own
list of Board-certified specialists to

the Yellow Pages — see sidebar.)

With all of these options, the

physician who chooses to list in

the Yellow Pages these days (and

almost all physicians do)

practically needs a marketing

degree to decide how to most

effectively list his or her practice.

Yet marketing has never been a

physician strong point. Most
physicians, in fact, tend to shy

away from anything that smacks of

self-promotion. Call it tradition.

After all, it was, in part, to stem

the blatant hucksterism of the

1840s that the American Medical

Association was formed. By setting

its own high professional standards
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“The National

Research Corporation

did a study on the

consumer use of

Yellow Pages for

health-care

professionals, and it

found that 21% of

consumers use the

Yellow Pages to choose

a physician.”

650

and code of ethics, the AMA
effectively reduced that century’s

quota of medical quacks, but,

some might argue, it carried its

vigilence a little too far. For

decades, physicians were hesitant

to even list in the Yellow Pages, let

alone take out a full-page ad with

logo prominently displayed in red

ink.

Credit the antitrust lawyers with

creating a major about-face on this

point. At the beginning of the last

decade (“The Age of Antitrust”),

the government’s monopoly-busters

politely nudged the AMA and
other levels of organized medicine

and told them it wasn’t nice — or

legal, for that matter — to

discourage the flow of free

enterprise. They not only

encouraged medical societies to

permit physician advertising —
they required it.

In the meantime, the phone
company, bereft of its

monopolistic empire, splintered

into groups that regarded Yellow

Pages directories as lucrative life-

savers. How fortuitous that before

them there suddenly stretched an

uncharted sea of physicians with

brand-new advertising budgets.

There is no question, however,

that the Yellow Pages is one of the

forms of advertising with which

the medical profession is most

comfortable. As early as 1984,

AMA marketing director Richard

Endres included Yellow Pages

listings — along with business

cards, announcements of practice

relocations and signs on office

buildings — as forms of

advertising that “most doctors

now readily accept.”

Certainly, a simple listing in the

Yellow Pages seems no more
threatening than any other listing

in the phone book, and if all the

surveys that have been conducted

on the effectiveness of Yellow

Pages advertising over the years

can be believed, physicians are

assured a lot of bang for their

buck.

According to an item that ran

recently in the John Hopkins
Medical Letter, “Health Over 50,”

the “Physicians and Surgeons”

heading is the single most-

consulted entry in the Yellow Pages
— allegedly turned to 150 million

more times than the next most
consulted entry, “Auto Parts, New
and Used.” The phone company
itself is guessing that consumers

consult the physician section more
than one billion times a year —
and they’re not just using the

listings to make appointments.

“The National Research

Corporation did a study on the

consumer use of Yellow Pages for

health-care professionals, and it

found that 21% of consumers use

the Yellow Pages to choose a

physician,” says Marilyn Marr,

director of the Physician

Marketing Division at the

Columbus-based advertising agency

Paul Werth. Further, the research

indicated that the highest

percentage of this group were

those who had lived in the area

five years or less.

“That shows that new residents

are finding their physicians

through this source,” she says,

“which means physicians,

especially those seeking new
patients, need to be listed.”

Rebecca Doll, former director of

communications of the OSMA and
now a partner in the physician

marketing firm Market Group
One, disagrees, however.

“None of our research shows

that the Yellow Pages are a good
referral source,” she says. “We’ve

found that most of the people

using the Yellow Pages are

shoppers. They may call a

physician’s office, but to ask about

costs. Few commit to becoming

patients,” she says.

She’s skeptical, in fact, about

the need for any physician Yellow

OHIO Medicine



Pages listing, based on the research

her company’s done on the

subject.

“Most physicians get their

patients by word of mouth, so

that’s the end of the business the

physician should be paying

attention to,” she says.

“Soft issues,” like a courteous

staff, keeping to a schedule so

patients don’t have to wait, and
good patient rapport are more
important than a listing in the

Yellow Pages, she insists.

“Advertising is really the last

thing a physician should have to

do,” she adds.

While Doll doesn’t discourage

physicians from placing a listing in

the Yellow Pages, she says it

should be done for information

purposes — not in order to gain

new patients.

On the other side of this fence

sits Leslie Laine, a former

communications director for the

Cincinnati Academy of Medicine

and now partner of the marketing

firm Laine and Lane
Communications.

“The Yellow Pages is one must
for any practice, unless that

practice is 100% referral,” she

says. Even then, she adds, she

would encourage a physician to at

least take a listing.

Marr agrees.

“There is a credibility factor

here,” she says. “When the public

looks through the Yellow Pages,

they don’t think of it as pages of

ads. They see it as a community
data bank, and if a physician isn’t

listed, there may be some
questions raised about the doctor’s

credentials. To the public, an

unlisted doctor means someone
who may be fly-by-night, or less

than reputable.

“Besides,” she adds, “the Yellow

Pages are a place where physicians

can deliver more information

about their practice than simply a

name and phone number.”

For many physicians, however,

that remains the biggest headache.

Most physicians, after all, are

beyond the point of deciding

whether or not to list. For

whatever reason, more are in the

book. Now they want to know —
how they should be in. They ask:

Should I list under a specialty

head? Should I take out a display

ad? Should I use the attention-

grabbing red ink?

As Marr points out, there are no
correct answers to these questions.

Each physician needs to determine

for himself or herself whether or

not their practices and market

locations justify the extra expense

of display type ads and extra

listings.

“In small towns, for example,

advertising isn’t the answer.

Physicians there are more likely to

get patients through word-of-

mouth referral.”

On the other hand, physicians in

large, metropolitan areas have little

name recognition to offer those

who flip through pages and pages

of doctors. Then, she says, a

display ad or red ink to draw

attention to your service may be

warranted.

Laine especially likes the

specialty listings.

“A key part of advertising is

multiple exposure,” she says.

“Listing under their specialty or

even subspecialty will increase their

chances of catching the public’s

eye.”

She knows of a three-physician

group who bought 64 listings in

six different directories this year.

While that type of exposure isn’t

for everyone, she says, it was right

for these physicians because of

their specialty and market

locations.

More physicians, at least in the

Cincinnati area, are apparently

making similar decisions — if not

quite to the extent of that three-

physician group.

“If you compare the number of

Yellow Pages listings for doctors in

1989 to 1990 (Cincinnati phone
book), you’d find that pages have

increased about 17%,” she says.

“That’s not because we’ve seen

that many more physicians

entering the area, but because

they’re listing under more heads

and taking out more display ads.”

Display ads are tricky

communications tools, however,

and before proceeding in this area,

all three marketing experts

recommend caution.

“If you have a particular service

or clinic you are trying to make
known, then a display ad might be

a worthwhile investment,” says

Doll.

But be careful how it’s designed.

The ad can say a lot about you —
either way.

“I’d begin by selecting a

distinctive type face,” says Laine.

“Most of the phone book is

printed in helvetica, so I’d choose

something else for the ad.” Add a

distinctive logo and a clean

arrangement of type and you will

visually communicate style,

substance, quality and value, she

says.

As Laine points out, more and

more physicians are turning to

professional designers to create an

entire visual look for their

practices and that look can be

carried over, often with very good
results, in a Yellow Pages ad.

“It can reinforce their

professional image,” she says.

If a designer is out of the

question, then proceed slowly

when you do assemble your Yellow

Pages ad. Think twice, for

example, before using graphics —
especially a medical illustration —
in your ad.

“To a non-physician, a medical

illustration is a lot like an ink

blot. People can read a lot of

images into a picture they don’t

understand,” Laine says. She
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suggests that before adding any

such drawing to your ad that you

show it first to several non-

physicians. If it passes their

scrutiny, go ahead with it.

“If it doesn’t, forget it,” she

cautions.

Think twice, too, before using

red ink in your ad.

“Here again, I think physicians

need to consider their location and
type of practice,” says Marr. “I

wouldn’t advise an oncologist, for

example, to use red ink because

it’s likely to present the wrong
image.”

Laine also hesitates to

recommend red ink.

“I have seen it used tastefully,

but you have to be very careful.

You don’t want to have too much
red in the ad because too much
screams at you. It indicates you’re

hungry for patients.”

Besides, she points out, if too

many other ads in the book also

feature red ink, then the color

begins to lose its impact.

So far, Laine says, red ink seems

to be an experimental tool for

physicians.

“In 1989, 40 physicians used red

ink (again, this is in the Cincinnati

phone book). This year, 110

physicians used red, but,

interestingly, only half of the

physicians who used the color last

year crossed over and did it this

year,” she says. “That indicates to

me that physicians are trying

things and then determining

whether or not it worked for

them.”

Another factor physicians may
want to try is multiple book
listings, though again experts are

advising physicians to proceed

carefully.

“First, the physician needs to

get into the official book,

whatever that may be for the

doctor’s service area,” says Marr.

“Then, he or she should decide

whether any value can be derived

from listing in any of the other,

smaller books out there.”

In the tri-state, for example,

Laine says doctors may want to

consider listing not only in the

official Cincinnati Yellow Pages,

but also in northern Kentucky and
the rapidly growing Clermont
county area, both of which have

their own directories.

Marr and Laine are uncertain

about the value of listing in the

smaller community or regional

directories, however. Those doctors

who want to confine their practice

to a certain geographic location

may find it beneficial, they say,

but they’re doubtful that these

directories ever see much use.

“The Yellow Pages have

conditioned people to look in the

official directory. The smaller

books just haven’t put their money
into that kind of conditioning,”

says Laine.

It’s the same reason Laine says

she’s somewhat hesitant about

recommending hospital referral

services.

“I think for hospital-based

physicians, they’re probably a good
idea, but I’m not sure people are

conditioned to calling their local

hospital for a non-hospital-based

physician referral,” she says.

“People are conditioned to look in

the Yellow Pages, and I’m not sure

the hospitals have put enough
dollars behind their services to

change that.”

Doll disagrees.

“Hospital referral services have

very definitely made inroads in Yellow

Pages advertising,” she says.

“Hospital-based or not, we find that

people will call their local hospital

and ask for a referral.”

Marr, who served at one time as

public relations director for one of

Columbus’ largest hospitals,

Riverside Methodist Hospital, also

advocates the hospital referral

service.

continued on page 654

“You don’t want to

have too much red in

the ad because too

much screams at you.

It indicates you’re

hungry for patients.”
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The new ARMS listings

T his spring, the American
Board of Medical Specialties

added a new heading to the

Yellow Pages — “Board-certified

Physicians.”

Its reasons for doing so seemed

rational. After all, the Yellow

Pages could not verify the

credentials of each and every

physician who requested headings

under certain specialties, and even

if they could, they were legally

powerless to prevent physicians

from listing there. Consequently,

ABMS officials charged that there

are physicians in the Yellow Pages

who list themselves as specialists in

areas in which they have no
credentials.

An article in the August 17 issue

of the New England Journal of
Medicine backed up their charge

when its authors, two Connecticut

physicians, conducted their own
study of Yellow Pages physicians

and found no effective way to

verify the credentials of those

listed.

“Research in this area has

shown that 12% of those listed

under a specialty listing in the

Yellow Pages are not necessarily

qualified in that specialty,” says

Marilyn Marr, director of

physician marketing at the

Columbus-based ad agency Paul

Werth. “Consequently, the ABMS
decided to put out its own listing

to protect and promote those who
are truly Board-certified.”

That decision, however, set off a

hotbed of debate at the AMA
interim meeting last December.

The House of Delegates eventually

passed a resolution that expressed

to the ABMS its concerns that the

program is coercive and potentially

misleading. Fearing that patients

may erroneously believe an unlisted

physician is not Board-certified, it

requested ABMS advertisements

contain a statement that some
Board-certified physicians in the

geographic area involved might not

be listed.

The ABMS did include such a

statement in its ads, and, in

addition, provided a toll-free

number that the public can use to

check whether or not a physician

not listed in the ad is

Board-certified.

“Frankly, I have to question

why the ABMS is asking doctors

to buy additional listings. If the

physician is listed under a specialty

and a patient wants to know if

that physician is Board-certified,

all he or she has to do is call the

toll-free number. I think the

additonal listing is confusing,

misleading and probably

unnecessary,” says Leslie Laine, a

marketing specialist and partner of

Laine and Lane Communications
in Cincinnati.

As she points out, the public by

now is conditioned to check at the

back of the book under the

specialty list for a physician.

“It’s going to take a huge effort

on the part of the ABMS to

educate people to look to the front

of the book under that Board-

certified list, and right now I don’t

see any efforts being made in that

direction.”

Rebecca Doll, who for 10 years

directed the OSMA
Communications Department and

now offers marketing advice to

physicians through her Columbus
company, Market Group One, has

similar reservations.

“The term ‘Board-certification’

is confusing to the public. They
don’t know what it means. Most
of them think it means that the

medical board has licensed them.”

She, too, thinks that a massive

educational effort is going to be

needed before the ABMS listing

will be considered of any value by

the public.

Nevertheless, 30,000 physicians

nationwide have signed up for the

program, and the ABMS believes it

will reach its goal of 50,000

subscribers by the end of the year.

Laine is skeptical, however.

“Currently, the Cincinnati area

has a 5% participation rate,” she

says, which she is inclined to

attribute to defensive advertising.

“Physicians are afraid not to be

listed for fear the public will think

they aren’t Board-certified,” she

says (the coercion factor the AMA
alluded to).

“Then there are those who, like

the doctors who use red ink, are

just aggressive advertisers and will

jump into anything,” she says.

Whether or not the ABMS
listing will continue to grow and

thrive is still up in the air, of

course. However, a Texas physician

writing in response to the article in

the August 17 NEJM on Yellow

Pages and physician credentialling,

made a telling point. In his letter,

also printed in the NEJM, he

wrote:

“Increasingly, the right of

patients to choose their own
physicians freely is severely

restricted by third parties

(including health maintenance

organizations, insurance

companies, government and
employers). A more interesting

question is whether there will be

any listings of physicians in the

Yellow Pages 10 years from now.

By then, the need for individual

doctors to communicate their

availability to the public at large

— and the need of patients to

know their credentials — may be

wholly irrelevant.” — Karen S.

Edwards
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“Physicians should take

advantage of them,” she says.

“They’re not only free, but they

offer the doctor a tracking service

as well. They can tell the physician

how many patients were referred to

his or her practice over a month or

a year, and from that the doctor

can determine how effective the

service has been.”

Measuring the effectiveness of

the various marketing tools at the

doctor’s disposal — whether

multiple heading/multiple book
listings; display ads; red ink; or

outside referral sources — is key

marketing strategy, says Marr.

“There’s an old advertising

adage that says half of all

advertising dollars are wasted —
you just don’t know which half.”

However, physicians can measure

their advertising efforts, even if

they don’t have the benefit of a

tracking service.

“They can leave room on a

patient form or have their

receptionist ask how the patient

was referred,” says Marr.

A physician should be able to

plan a marketing strategy based on
those answers.

Doll is quick to point out

another old marketing saying,

however, that may make some
physicians reconsider their Yellow

Pages strategy.

“External marketing makes
promises, internal marketing keeps

them — and if you are going to

make promises, you had sure

better be prepared to keep them,”

she says.

She thinks doctors would be

much better off if they simply

took their annual Yellow Pages

budget and sent their office staffs

to a couple of customer relations

training sessions. That, and
preparing a couple of good office

brochures, is the only marketing

the average physician really needs

to do, she says.

“Display ads and Yellow Pages

“The Yellow Pages

offer the physician

visibility in a non-

promotional way.”

listings are the easy way out,” she

claims. It’s far easier for a

physician to pick up a phone and
order a display ad, complete with

red ink, than it is to try to

straighten out those scheduling

snafus that keep patients waiting

for hours. In the long run,

however, it’s much more cost-

effective (and, eventually, more
productive) to use that ad budget

to straighten out those practice

problems.

“When patients hear you can

get them in and out of your office

in 30 minutes, they’ll beat a path

to your door,” she says.

Like Doll, Marr also believes

that polishing public relations

skills should be “first and

foremost” on the doctor’s

advertising agenda.

“Even in the larger cities, word
of mouth is still a highly effective

tool,” she says.

She also suggests that a

physician heighten his or her

visibility in the community in ways

other than Yellow Pages listings.

“Get involved in public

speaking, agree to do television

interviews, write a newspaper

column,” she suggests. Those
physicians who are hopelessly

media-shy should volunteer time to

help in fund-raising activities for a

local charity or volunteer to help

at schools or churches.

“Offer to be a team physician,”

she says.

However, she doesn’t advocate

this type of activity be done
instead of a Yellow Pages listing,

but as an important adjunct to it.

“The Yellow Pages business is

big business,” she says. “In 1988,

it was a $7.8 billion industry — so

it’s a business that is not going to

go away.

“Advertising in the Yellow Pages

is just something that doctors need

to do,” she continues. “The
display ads and red ink and
multiple books and listings are all

extra — something that physicians

may or may not choose to use,

depending on the nature and needs

of their practice. But they must be

listed in the basic book. It’s just

part of the cost of doing

business.”

Laine agrees.

“Anymore, it’s not a question of

whether or not you should list, but

how much you want to be listed

and what kind of image you want

to portray. The Yellow Pages offer

a unique advertising opportunity.

Through it physicians can get into

virtually every home in their

community, and neither the

hospital nor county medical

society referral services can offer

that.

“Basically,” she concludes, “the

Yellow Pages offer the physician

visibility in a non-promotional

way. If I were a physician, I

wouldn’t want to not be

listed.” OSMA
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Surviving the

Reimbursement
Jungle
Part II

By Michelle J. Carlson and Karen Kirk

L ast month, OHIO Medicine

brought you Part I of the 10

most-asked questions

received by the OSMA
Ombudsman staff dealing with

third-party payors. Because the

issues are so complicated and the

answers lengthy and in-depth, we
were only able to print the answers

to the first five questions. This

month, we bring you the

remaining five questions and
answers.

Of course, every physician’s

situation may vary slightly, so if

the answers given here don’t seem
to apply in your case, give the

OSMA’s Ombudsman office a call

at (800) 282-2712.

6 What is

the

^ proper

way to

code the five levels of care — from
brief to comprehensive?

The answer, according to

William Fry, director of OSMA’s
Department of Professional

Relations and Ombudsman
Services, is simple but often

overlooked: Read the introduction

in your CPT code book.

“We encourage doctors to

frequently review the introduction

section to ensure that they’re

accurately documenting the proper

level of care,” says Fry.

Those levels of care are, as all

physicians should know, minimal,

brief, limited, intermediate,

extensive and comprehensive, and

each encompasses a specific level

of medical service.

However, says Janet Shaw, the

department’s associate director, “A
lot of times, physicians will pick

one or two codes and use those

exclusively. Some physicians think

that it’s easier to do this, and they

figure it will average out.”

But that practice is a big

mistake, Fry says, because it can

easily trigger an audit. “It is not

acceptable to the carriers by any

means.”

Physicians should also keep

meticulous records and be

prepared to document anything

and everything for reviewers, says

Fry.

“If you charge a higher level of

care, you should be able to

document it,” he says. “It’s unwise

to charge an ‘extensive’ level of

care and simply write ‘patient

seen’ ” in your medical records.

Another thing physicians should

concern themselves with is who is

actually responsible for coding.

“We recommend that the person

responsible for coding receive as

much training as possible,” says

Fry, noting that the OSMA
periodically offers such seminars

through the Department of

Administrative and Educational

Services.

But ultimately, he says, the

physician is responsible for
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“If you are audited

and you can’t prove

you provided a

service, it doesn’t

matter whether you

did it or not. You

will likely be

required to pay it

(the reimbursement)

back. Or you could

be sanctioned.”

evaluating which code is

appropriate for a particular

service. “Don’t just turn your

head and hand it over to your

office person,” he warns.

What
triggers a

Medicare/

Medicaid

or insurance carrier audit and
what can I do to avoid one? If I

am audited, what should I do?

“Generally, with audits, there is

one of four reasons the doctor has

been singled out,” says Fry, but

the most common reason is the

random sample, which is just that

— carriers often randomly audit

physicians to ferret out

inconsistencies. In fact, Fry says, if

nothing is amiss with a physician’s

records, he or she won’t even know
that a carrier has singled them out

for an audit.

Another way physicians come to

the attention of auditors is

through patient complaints, for

example, says Fry, if a physician

bills for a lab test, but the patient

claims the test was never done.

“Carriers actually encourage

patients to complain” by offering

“fraud hot lines,” says Fry, adding

that “any patient complaint with

Medicare or Medicaid prompts an

inquiry. Patient complaints are

taken very seriously by the various

carriers.”

Physicians may also be reported

to carriers by fellow physicians or

even their own employees, who
perceive that their employer’s

practices are questionable.

The way to avoid such inquiries,

says Fry, is really quite simple:

“Document, document,

document.”
“If you are audited and you

can’t prove you provided a

service,” adds Deborah Nay
Bahnsen, staff counsel for the

department, “it doesn’t matter

whether you did it or not. You will

likely be required to pay it (the

reimbursement) back. Or you
could be sanctioned.”

Physicians should also “only bill

for the services they personally

perform,” says Shaw. “A physician

who doesn’t fully document
services rendered in the patient

record is vulnerable to audit.”

In fact, Bahnsen points out that

the Medicare/Medicaid False

Claims Act prohibits billing for

services not personally performed.

If you are audited, the

department’s advice is also simple:

“Don’t ignore the letters. Respond
to the request,” says Fry, noting

that there are plenty of horror

stories about physicians who
ignored carriers’ repeated requests

for information, only to find

themselves in serious trouble later

on.

“If you get a Christmas card

from these people, acknowledge

it,” says Fry, only half joking.

As to whether or not an

attorney should be retained, Fry

says that it depends upon the

situation. “The first instinct is to

call an attorney (if you’ve been

audited),” he says, “but the initial

contact by the auditor may only be

a request to review the medical

records on site to determine if the

services billed match what’s

documented in the patient’s

medical record.”

If you decide to retain an

attorney, he or she may not be

able to help you as competently as

if they had been called at the

onset, or worse — they may resent

being called upon as a last resort.

Again, because each situation is

so different, Fry suggests that

physicians facing an audit may
wish to contact the Ombudsman
office for advice before taking any

action.

What
happens

when a

managed
care or other health insurance
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contract is terminated? What are

my options?

Contracts to provide medical

services to persons insured by

HMOs, PPOs or other carriers

may be terminated by the

physician or by the HMO, PPO or

insurance company. Termination

generally takes two forms —
cancellation and non-renewal.

Cancellation takes place during

the term of the contract. Most
contracts provide for cancellation

“for cause” and “without cause.”

Cancellation “for cause” means
that one of the parties to the

agreement has breached the terms

of the agreement. Depending upon
the reason for the cancellation,

“for cause” cancellation may be

immediate (for example, if the

physician loses his or her license to

practice medicine) or a certain

time period may be allowed prior

to the actual termination of the

contract (for example, 30 or 60

days).

Non-renewal simply means that

the contract is allowed to expire or

not to renew according to its

terms. Non-renewal generally

requires written notice. Most
contracts give both parties the

right to not renew the contract for

any reason.

Although the reasons that an

HMO, PPO or insurance company
may choose to not renew or cancel

vary, the Ombudsman staff agrees

that physicians who have been

cancelled or non-renewed feel that

they were singled out because they

perform high-volume or high-

priced procedures.

“For some physicians, being

cancelled or non-renewed may have

disastrous consequences,” says Fry,

who offers an example: A
physician has a patient base of

600, 200 of which belong to one
HMO. The HMO suddenly notifies

the physician that his or her

contract will not be renewed. All

of the patients who belong to that

HMO will be reassigned to other

physicians, which diminishes the

physician’s practice by one-third.

Physicians need to keep general

track of the percentage of their

practice attributable to any one

carrier. Bahnsen acknowledges that

this is not an easy task, but it may
save the physician anguish and
worry in the long run.

If a contract is cancelled,

physicians often have the right to

appeal the decision. If a contract

is not renewed, there is no formal

mechanism for review of the

decision; the contract simply

expires according to its terms. If

you are cancelled and wish to

appeal the decision, Bahnsen
suggests that you write to the

carrier’s medical director and
request a review of the decision.

The same goes for the physician

facing non-renewal. Some carriers

will not allow a non-renewal to be

appealed. If worse comes to worse,

physicians may reapply to the

carrier for a new contract.

Above all, the Ombudsman staff

stresses, physicians must strive to

maintain a balance between

delivering competent medical care

and maintaining good relations

with carriers.

“The physician must practice

according to accepted medical

standards,” says Bahnsen. “It’s

often difficult to balance carrier

pre-certification requirements and
other utilization review

mechanisms with good medicine,

but the physician is ultimately

responsible to his or her patient.”

9 As a

result of

the

Clinical

Laboratory Improvement
Amendments of 1988 (CLIA ’88)

and proposed regulations, will I be

able to maintain my office lab?

Simply put, “Federal law is

making it more difficult for

physicians to maintain an office

lab,” according to Bahnsen.

Proposed rules will regulate

laboratory testing by applying

proficiency standards in physicians’

offices, and many other settings,

Fry points out.

Bahnsen cited as an example the

ever-so-popular cholesterol test

that is presently performed in

physicians’ offices, hospitals, free-

standing clinics, shopping malls

and mobile units; with the new
regulations, cholesterol screenings

would fall into the Level I

category, subjecting these tests to

stricter requirements, regardless of

the setting.

“Before CLIA ’88 went into

effect on Jan. 1, 1990, federal

clinical lab regulation was site-

specific,” Bahnsen explains. Under
CLIA and the new proposed

regulations, lab regulation will be

test-specific. “All office labs will

require certification — no
exceptions,” Bahnsen says. “Yes,

you can maintain your office lab,”

she continued, “but every lab will

be certified at some level.” At the

time of this writing, CLIA
regulations were not final.

CLIA ’88 drew criticism from

various physician groups, including

the AMA, which feared that some
physicians would be unable to

meet the expenses associated with

new personnel and proficiency

testing requirements; in other

words, it would not be cost-

efficient for physicians to keep an

office lab, resulting in an

inconvenience to patients.

Lawmakers responded to the

criticism by allowing HCFA to

exempt from the regulations labs

that performed “simple” tests or

“Certificate of Waiver” tests —
tests that are simple and have been

determined by HHS to have an

“insignificant risk” of erroneous

result.

However, even minimal testing

(Certificate of Waiver) may cost a

physician a whopping $500 every

two years. If you think that’s bad,

it only gets worse: An application

fee for a Level I certificate is

proposed to be approximately
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“Labs performing a

combination of tests

from more than one

category must

comply with the

requirements for

each specific test.”

$2,000 biennially, no matter if one

test or 100 tests are performed.

All lab tests will be classified

into three categories: Certificate of

Waiver — such as fecal occult

blood, urine pregnancy tests, spun

microhematocrit, ovulation test;

Level I — for example, cholesterol

screen, hemoglobin, glucose, white

blood cell count, uric acid, direct

streptococcal antigen test; and
Level II — includes all those not

listed in the first two groups.

“Labs performing a combination

of tests from more than one

category must comply with the

requirements for each specific

test,” Bahnsen says. In other

words, a lab that performs Level I

and Certificate of Waiver tests

would be subject to Level I

requirements for the Level I tests

and Certificate of Waiver

requirements for the Certificate of

Waiver tests.

The bottom line, according to

Bahnsen, is that physicians are

going to be required to determine

whether it is cost-effective for

them to continue to maintain an

office lab for their patients.

IQ What are

the most
significant

changes I

can expect as a result of legislation

that calls for restructuring the

Bureau of Workers’

Compensation?
Due to the passage of House

Bill 222, physicians will witness

some of the following changes in

issues regarding the Bureau of

Workers’ Compensation:
• A new board has been formed

at the bureau
• New power has been given to

the board
• A bureau of medical services

has been established

• A UCR program will be

established (as of this writing,

the effective date should be in

October)

• Automated bill payment
(effective July 2)

• 90-day exams for temporary

total disability

• HCFA 1500 claim forms

accepted by the bureau
• New administrator appointed,

Patrick G. Mihn
• Appointment of nurse reviewers

in district offices

“Individually the changes don’t

sound like much,” according to

Fry, “but collectively they mean a

lot.”

The OSMA’s Committee on
Workers’ Compensation, appointed

by D. Ross Irons, MD, a past

president of the OSMA, has been

instrumental in the development of

many of these issues. “The
OSMA’s Workers’ Compensation
Committee worked with the

OSMA legislation staff, and
chairperson John Burkhart, MD,
provided testimony when House
Bill 222 was first pending,” Fry

says. “When everything comes into

place,” according to Dr. Burkhart,

“it should be a much more
efficient system.” He indicated

that prior to the changes,

physicians had reported frequent

problems working with the bureau.

Dr. Burkhart indicated that the

committee will continue to

monitor changes in policy to

ensure that they serve the needs of

the industrially injured worker and

his or her physician. OSMA

Michelle J. Carlson is Assistant

Editor of OHIO Medicine. Karen

Kirk is Associate Editor of OHIO
Medicine.
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“I want a

malpractice carrier

that knows how to

Mil. That’s why
I’m with Medical
Protective.”

At Medical Protective, fighting for our

doctors is our number one priority. We know
we’re not just insuring your finances. We’re
protecting your professional reputation, an
asset no amount of insurance can replace.

And when we go to battle, our winning
record is unsurpassed. The reasons are

simple.

First, no one knows more about defending

doctors than we do. We invented professional

liability insurance 90 years ago and have

been defending doctors ever since.

Second, since our inception we have

employed only the most experienced and
skilled malpractice lawyers in your area. We

i thiswill never waver from this commitment.

Third, commitment of this kind requires

financial strength and stability. With nearly

a billion dollars in assets and a continuous

A.M. Best A+ (Superior) rating, we don’t

have to make individual case decisions

based on the bottom line. We have the

financial clout to do whatever it takes to

serve our doctors.

If you would like this kind of aggressive

defense in your corner, don’t wait. Call The
Medical Protective Company General Agent
in your area today.

'JliJLSi

America's premier professional liability insurer.

Oflices in Cincinnati, David E. Bendel, (515) 751-0657 • Columbus, John E. Hansel,
Timothy D. Harrison, (614) 267-9156 • Perrysburg, Robert E. Stallter, (419) 874-8080 • Hudson, Edward J. Kupcho,

Daniel P. Woods, (216) 656-0660
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FOR SALE

ESTABLISHED
RESEARCH
CLINICS

Established Research

Clinics for sale to

licensed physician(s);

Outstanding oppor-

tunity; Western part

of Washington State,-

asking $850,000,
terms possible; Prin-

cipals only.

Contact:

Robert Reeves, M.D.

140 N. Percival Street

Olympia, WA 98502

Medical Equipment Leasing
— Find out how sensible it really is!

High technology equipment allows you to

provide quality medical care right from your

office. But it comes with some expense and

risk. What makes diagnostic and economic

sense today may not in five years.

Bell Atlantic TriCon Medical Finance can answer

the difficult questions with a variety of finance

options that help you acquire what you need

economically. With our leasing program you can

Ohio State
Medical

Association

have the use of state-of-the-art medical

equipment without having to second guess the

future. At the end of the lease period, you can

decide if the equipment is still valuable to you. If

it is, you can purchase it at a pre-determined

price. If it is not, simply return it to Bell Atlantic.

We know how to take the pain out of equipment

acquisition. Call for a comparative quote and

special low member rates.

A member service offered through

©Bell Atlantic
TriCon Leasing

Medical Finance

For financial pain relief call: 1-800-322-0444
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MEDICAL ADVANCES

Diagnosis and Antibiotic Treatment of Acute Otitis Media:

Report From International Primary Care Network

The British Medical Journal, 1990
;
300 :582-6

Networking is becoming a

common approach to conducting

research in the primary care

setting. Networks allow physicians

in solo or small group practices to

participate in the study of

important research questions not

amenable to study in major

medical centers. Many such

networks exist in the U.S. and
abroad, and occasionally

collaboration is done on an

international level. One such study

involving the diagnosis and
treatment of otitis media was

recently presented in the British

Medical Journal.

Otitis media accounts for 12%
of visits to office-based

pediatricians and anywhere from
l%-7% of visits to family

physicians. In 1985 it has been

estimated that 24.5 million

prescriptions for antibiotics were

written for patients with otitis

media accounting for $250 million

to $500 million spent on
treatment. Treatment of otitis

media is contingent upon a

clinician’s diagnosis of the

disorder, but diagnostic certainty

for otitis media is seldom achieved

and treatment is often begun when
the child is irritable, may or may
not have a fever, and has been

tugging on his/her ear. This paper

presents data from an

International Primary Care

Network, which consists of family

physicians/general practitioners

from nine countries (Australia,

Belgium, Canada, United

Kingdom, Israel, the Netherlands,

New Zealand, Switzerland and the

U.S.). Questionnaires were

completed by participating

physicians for a maximum of 15

consecutive patients presenting

with presumed otitis media. The
questionnaires were designed to

explore the relationship between

historical factors suggesting otitis

media, symptoms, findings on
physical exam, and the physician’s

certainty of diagnosis. Differences

in prescribing practices were also

analyzed. Three-thousand six-

hundred and sixty children were

seen and arbitrarily divided into

three age groups: 0-12 months

(508), 13-30 months (736) and

>30 months (2,416) for purposes

of analysis. A logistic regression

analysis to estimate the

independent contribution of

history, symptoms and physical

findings to certainty of diagnosis

was performed. The diagnosis was
recorded as certain in 72.7% of

cases, somewhat certain in 21.8%
of cases, somewhat uncertain in

3.7%, and very uncertain in 1.8%.

Diagnostic certainty increased from

58% in patients ages 0-12 months
to 66% in those ages 13-30 months
and to 73.3% in patients ages >30
months. This trend occurred in all

countries and underscores the

difficulty of making the diagnosis

in children under a year of age.

How this would compare to

pediatric otolaryngologists is

unknown. Factors that

independently predicted certainty

of diagnosis were bulging tympanic

membrane, draining pus and a

previous diagnosis of otitis media
in all age groups. Additional

factors that correlated with

diagnostic certainty in the children

older than 12 months were a

reddened tympanic membrane,
otalgia, decreased hearing, and
history of URI. Pneumatic

otoscopy, which is helpful to

evaluate tympanic membrane
mobility, was used infrequently in

this study.

A second questionnaire was sent

out after two months to evaluate if

treatment was given, type of

treatment, duration of treatment

and recovery. Eighty-four percent

of the initial children were

evaluated by the second

questionnaire. Treatment practices

varied by country. Most patients

(85%-90%) received antibiotics

except in the Netherlands, where

only 31% were treated. The most

commonly prescribed antibiotics

were Ampicillin, Amoxicillin, or

Amoxicillin + Clauvulanate.

Length of treatment varied from

eight to 10 days in the U.S., six to

seven days in the Netherlands, and

five days in the U.K. Interestingly,

of the 379 children not treated (the

majority of these being Dutch),

90.5% had complete recovery at

the two-month follow-up. This

compared to 82.4% of children

who received antibiotics who had
recovered (Pc.0001). Duration of

treatment did not affect rate of

recovery. This was not a

randomized controlled trial

evaluating treatment of otitis

continued on page 666
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Medical Advances

Backache: A Primary Care Problem

Family doctors and other

primary care physicians tend to

refer difficult back problem

patients to orthopedists and
neurosurgeons, at least partly on
the assumption that many of these

cases may require surgery. In fact,

it has been recognized for many
years that less than 5% of

unselected backache patients are

appropriate candidates for

operative intervention. 1 - 2 There is

increasingly solid evidence that

psychosocial factors play a key role

in determining the outcome of

many back problems. The limited

but statistically significant value of

the Minnesota Multiphasic

Screening Inventory (MMPI) and

the Middlesex Hospital

Questionnaire (MHQ), two

objective measures of psychological

dysfunction, in predicting the

outcome of back operations is well

documented. 3-5 The outcome of

nonsurgical management of

backache has been shown to

correlate with educational

attainment and income of the

patient 6 and with many other

psychobehavioral parameters. 7

Certainly the results of a more
mechanical approach have been

less than satisfactory, 810 and
chronic pain remains a major
social and economic burden in the

United States.
11 Surgery is clearly

beneficial in selected patients with

objective evidence of sciatic

compression by herniated

intervertibral discs
12 but less

reliable in less carefully selected

subjects.
13

Although there is still not

incontrovertible evidence from

controlled prospective studies that

a comprehensive approach to the

back patient — that is, giving

appropriate attention to both

biomedical and psychosocial

factors — will improve outcomes,

the circumstantial evidence in this

direction is strong enough to

mandate that family doctors and 9.

other primary care physicians be at

the forefront of providing effective

comprehensive care for backache

patients.
14 Readers with an interest

in this area will find the Derebery
1

paper 7 particularly useful and will

also benefit from reading the

longer publication of Osterweis et

al.
8

ii.

Robert D. Gillette, MD
Youngstown

12 .
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Efficacy of Fish Oil Supplementation for Treatment of Moderate Elevation

of Serum Cholesterol

The Journal of Family Practice; 1990
;30 :50-9

This study was conducted to

determine the usefulness of fish oil

supplementation to lower

moderately elevated serum
cholesterol. It has been

hypothesized that Eskimos enjoy a

low serum cholesterol from eating

Omega-3-polyunsaturated fatty

acids and that fish oil capsules can

therefore successfully treat

moderate hypercholesterolemia.

This hypothesis was evaluated by

using data from 33 moderately

hypercholesterolemic subjects

randomized to take fish or olive

oil. Laboratory values were

obtained during the months of

May through December 1987, with

subjects taking two, 1-gram

capsules of fish or olive oil with

each meal.

Each subject crossed over to

alternate treatment every 12 weeks.

Diet and exercise were kept

constant. Each subject served as

his or her own control by the

12-week crossover. There was

essentially no change in total

cholesterol after treatment with

fish oil for 12 weeks. When mean
base line total cholesterol or LDL-
HDL ratios were compared with

post-fish oil and post-olive oil

values, there was also no

significant change. The findings of

this study indicate that fish oil in

manufacturers’ recommended
dosages does not lower moderately

elevated cholesterol levels.

Sally Abbott, MD
Springfield

OLD STRENGTH:
NewVision
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experience of more than 40 years in business with
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COUNCILOR REPORT

Resident Physicians Section

They Tell Us Medicine
Is Changing

I

I

By Louis Cannon, MD

I G et out while you

can ...”

“You can’t take

care of patients anymore, just

lawyers and insurance companies

“The autonomy is gone . .
.”

“Don’t accept Medicare patients

or self-pay. .
.”

“Medicine is changing — The
golden age is over ...”

Yes, medicine is of necessity

undergoing change. We can no
longer consume heaping portions

of the national budget, offer the

most expensive, financially

unresponsible care to all those who
can afford or demand it, nor

continue the inequities in

reimbursement for many of our

procedural techniques while

virtually ignoring those with

equally imperative cognitive

talents.

But these are not resident issues,

some may say! What about

resident work hours, safety during

call, increasing years of training,

service over education, affordable

day care, the paucity of formal

evaluations in training, maternity

and paternity leave, sexual and
ethnic discrimination — these are

the priorities of the OSMA
Resident Physicians Section (RPS),

right? Although perhaps

commonly accepted, the answer is

Louis Cannon, MD

“No.” The issues of residency are

certainly important to the RPS,

but in the overall time sequence of

our careers in medicine, residency

is an ephemeral moment. We will

continue to make long-term

medical issues a shared priority;

the decisions of government and

the motivations and policies of

organized medicine today will

impact our entire medical careers,

from the moment we start practice

until the time we leave.

If we wait until after residency

to become active in solving the

problems of medicine and
government, then others will

correct them for us — affecting

our future practice before its start

until its completion. Too often we
are lulled into apathy by thinking

“.
. . when residency is over, I will

become active in medicine. I don’t

have the time now.” We must

make time and in the process

become proactive — creative and

insightful to the changes that must

take place for our patients and our

health-care system, instead of

being reactive and negative toward

initiations made by others —
however naive and distant from

health care they may be.

The OSMA-RPS is responsive to

the individual and collective needs

of Ohio residents as well as the

issues that will affect our future

practices and the ability to care for

our patients. We will work hard to

correct the problems and respond

to the concerns of the residents —
those who care for many of the

sickest patients, 24 hours a day,

occasionally for more than 36

consecutive hours in a row for 365

days a year. That will not change.

But so, too, will we continue to

impact upon those who are

molding our futures in medicine.

This year most training

programs in Ohio have a resident
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representative responsible for

attending RPS meetings and

informing the RPS governing

council of individual residents’

problems or concerns. Those
concerns that necessitate action

will be handled on a local level or

through the state OSMA or

national AMA levels where we can

implement change through the

resident review committees or the

ACGME.
After these meetings they will

inform house staff of the political,

local, state and national issues

affecting the residents of Ohio as

well as the issues that will affect

our future practices. If your

hospital does not have a

representative and you are

interested, please notify either

Dave Torrens at the OSMA
(800-282-2712) or me at the

University of Cincinnati Hospital

(513-558-4721).

Yes, medicine is changing out of

sheer necessity. We have the

opportunity to mold, direct,

diversify and prioritize both the

direction and scope of change. The

too often heard negativisms of the

first paragraph are echoed widely

in our hospitals and medical

schools and are neither proactive

nor constructive. They seriously

undermine morale as well as cause

us to neglect the priority of

medicine, our patients. Regardless

of the seeming turmoil, anxiety

and internal conflicts that catalyze

change, our ability to care, educate

and heal will not be affected —
unless we let it. OSMA

Future dates for the Resident Physicians Section

Governing Council
August 26

October 13

January 13

April 7

June 8 — Ohio Resident Meeting

LEASING...
ALL MAKES AND MODELS!

FORMERLY IMMKE CIRCLE LEASING, INC.

DOMESTICS • LUXURY • COMPACTS • IMPORTS • TRUCKS • VANS

ICL Leasing, Inc. is the Official

Leasing Company Endorsed By The
Ohio State Medical Association.

We tailor individual leases for the medical profession, from 6 to 60 months,
closed or open end. Financing is also tailored to your specific needs.

Flexibility is our specialty!

Visit our downtown Columbus Showroom

228-4300

174 E. Long Street at N. 4th

CALL US TOLL FREE 1 (800) 282-0256
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MEDICAL EPONYMS

Janiceps Twins
By Alvin Rodin, MD and Jack Key

A n unusual type of

cephalothoracopagus is

one in which the two heads

are fused so that there is both an

anterior and a posterior face. By
definition, lateral fusion of two

heads does not constitute Janiceps

twins because there are not front

and rear faces, and neither do two-

headed monsters (dicephalics). The
two faces may be similar in

development, or one malformed or

rudimentary. There is also fusion

of the neck, thorax and upper

abdomen. Suggested causes are

incomplete separation of two

embryos from a single fertilized

ovum, or partial fusion of two

embryonic axes in the embryonic

disc. The incidence of all types of

conjoint twins is between 1/50,000

and 1/100,000 deliveries, and 1/600

in twin births. Janiceps is one of

the rarer types.

Janus was considered in Roman
mythology to be the beginning of

all things, including the change of

years, seasons and civilizations,

and the vacillations of fortune. He
is depicted as facing both ways; or

with two heads, one of a young
(the beginning) and the other of

an old man (the end).
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who attended the first training

workshop in February of 1990, but

should be a must for physicians

and health personnel who will be

involved in preparation and
implementation of HIV
educational programs in the

schools.

Coalitions add strength to any

venture, and we hope that

physicians and health and school

personnel will join together in

their efforts to provide pertinent

health information to the students

in Ohio by attending the October 5

educational confluence at the

Ramada University Hotel and
Convention Center in Columbus.
A registration form is available

in OHIO Medicine, Auxiliary

Journal, or by calling the OSMA
Auxiliary office at (614)

486-2401. OSMA

Medical Advances

media, and therefore it should not

be interpreted as saying that otitis

media should not be treated or

that antibiotics, if employed,

should be used for shorter periods.

However, it does add fuel to the

“to treat or not to treat”

controversy and underscores the

need for such a study to address

this issue. The impact of not

treating or reduced duration of

treatment would mean millions of

dollars saved for this very common
condition.

Philip M. Diller, MD, PhD
Cincinnati

Next Month
• Disposing of Infectious

Waste: What You Need to

Know
• The State Health Insurance

Task Force: Progress Notes

From the OSMA
Representative, Owen
Johnson, MD

• The Artful Diagnosis

• Physician-assisted Deaths:

How Far Should Physicians

Go to Facilitate the Death of

Their Patients?
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OBITUARIES

HOWARD R. CAMPBELL, MD,
Dayton; Ohio State University

College of Medicine, 1932; age 82;

died July 4, 1990; member OSMA
and AMA.

JACOB H. ELBERFELD, MD,
Marysville; Ohio State University

College of Medicine, 1965; age 52;

died June 26, 1990; member
OSMA.

LEONARD F. FAGNANO, MD,
Sun City, AZ; Northwestern

University Medical School, 1950;

age 70; died June 22, 1990;

member OSMA and AMA.

ALADAR GELEHRTER, MD,
Shaker Heights; Deutsche

Univerzita Medizinische Fakulta,

Praha, Czechoslovakia, 1930; age

83; died June 20, 1990; member
OSMA and AMA.

LEWIS J. GUMPER, MD,
Dayton; Washington University

School of Medicine, St. Louis,

MO, 1938; age 78; died June 25,

1990; member OSMA and AMA.

KARL W. KELLER, MD, Canton;

Harvard Medical School, Boston,

MA, 1936; age 80; died July 3,

1990; member OSMA and AMA.

OSCAR B. MARKEY, MD,
Cleveland; University of Pittsburgh

School of Medicine, Pittsburgh,

PA, 1922; age 91; died June 25,

1990; member OSMA and AMA.

NICHOLAS MISISCHIA, MD,
Cleveland; Case Western Reserve

University School of Medicine,

1939; age 76; died June 7, 1990;

member OSMA and AMA.

RICHARD H. O’DILLON, MD,

Worthington; Medical College of

Georgia, Augusta, GA, 1960; age

55; died June 13, 1990; member
OSMA and AMA.

PHILIP R. SURESKY, MD,
Cleveland; Faculte de Medecine
del’ Universite de Lausanne,

Switzerland, 1960; age 56; died

June 12, 1990; member OSMA and
AMA.

JAMES J. THOMAS, MD,
Alliance; Ohio State University

College of Medicine, 1940; age 77;

died March 29, 1990; member
OSMA.
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director’s job. Dr. Schuller’s visits

to various cities will inform

physicians and the public about

the Arthur James Cancer Hospital.

Dr. Schuller also hopes to form a

partnership with community
hospitals and physicians

throughout Ohio. He wants the

medical community to be aware

and to take advantage of what is

available to their patients at the

new cancer hospital. “Even if a

patient doesn’t want to come to

Columbus for treatment, we may
be able to suggest some new form

of treatment he or she can receive

without leaving his or her

community,” Dr. Schuller says.

With the completion of this

state-of-the-art cancer hospital,

researchers and clinicians stockpile

more ammunition in the battle

against cancer. OSMA
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Each capsule contains 5 mg cblordiazepoxide HCland 2.5 mg clidinium
bromide.

Please consult complete prescribing information, a summary ofwhich follows:

* Indications: Based on a review of this drug by the National Academy of

Sciences—National Research Council and/or other information, FDA has

classified the indications as follows:

"Possibly" effective: as adjunctive therapy in the treatment of peptic ulcer

and in the treatment of the irritable bowel syndrome (irritable colon, spastic

colon, mucous colitis) and acute enterocolitis.

Final classification of the less-than-effective indications requires further

investigation.

Contraindications: Glaucoma, prostatic hypertrophy, benign bladder neck
obstruction; hypersensitivity to chlordiazepoxide HCl and/or clidinium Br.

Warnings: Caution patients about possible combined effects with alcohol and
other CNS depressants, and against hazardous occupations requiring complete

mental alertness (eg
,
operating machinery, driving).

Usage in Pregnancy: Use of minor tranquilizers during first trimester

should almost always be avoided because of increased risk of congeni-
tal malformations as suggested in several studies. Consider possibility

of pregnancy when instituting therapy. Advise patients to discuss

therapy ifthey intend to or do become pregnant.

As with all anticholinergics, inhibition oflactation may occur.

Withdrawal symptoms of the barbiturate type have occurred after discontinuation

ofbenzodiazepines (see Drug Abuse and Dependence).
Precautions: In elderly and debilitated, limit dosage to smallest effective amount
to preclude ataxia, oversedation, confusion (no more than 2 capsules/day initially;

increase gradually as needed and tolerated) . Though generally not recommended,
ifcombination therapy with other psychotropics seems indicated, carefully con-

sider pharmacology of agents, particularly potentiating drugs such as MAO inhib-

itors, phenothiazines. Observe usual precautions in presence of impaired renal or

hepatic function. Paradoxical reactions reported in psychiatric patients. Employ
usual precautions in treating anxiety states with evidence of impending depres-

sion; suicidal tendencies may be present and protective measures necessary.

Variable effects on blood coagulation reported very rarely in patients receiving the

drug and oral anticoagulants; causal relationship not established. Inform patients

to consult physician before increasing dose or abruptly discontinuing this drug.

Adverse Reactions: No side effects or manifestations not seen with either com-
pound alone reported with Librax. When chlordiazepoxide HCl is used alone,

drowsiness, ataxia, confusion may occur, especially in elderly and debilitated;

avoidable in most cases by proper dosage adjustment, but also occasionally

observed at lower dosage ranges. Syncope reported in a few instances. Also

encountered: isolated instances of skin eruptions, edema, minor menstrual irreg-

ularities, nausea and constipation, extrapyramidal symptoms, increased and
decreased libido— all infrequent, generally controlled with dosage reduction;

changes in EEG patterns may appear during and after treatment; blood dyscrasias

(including agranulocytosis), jaundice, hepatic dysfunction reported occasionally

with chlordiazepoxide HCl, making periodic blood counts and liver function tests

advisable during protracted therapy. Adverse effects reported with Librax typical

of anticholinergic agents, i e
,
dryness ofmouth, blurring of vision, urinary hesi-

tancy, constipation. Constipation has occurred most often when Librax therapy is

combined with other spasmolytics and/or low residue diets.

Drug Abuse and Dependence: Withdrawal symptoms similar to those noted with

barbiturates and alcohol have occurred following abrupt discontinuance of chlor-

diazepoxide; more severe seen after excessive doses over extended periods; milder

after taking continuously at therapeutic levels for several months. After extended

therapy, avoid abrupt discontinuation and taper dosage. Carefully supervise

addiction-prone individuals because of predisposition to habituation and
dependence.
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In IBS,* when it's brain versus bowel,

OH

lb insist on
the brand,

be sure to

write

"Dispense as

Written"

or ''DAW/'
on your
prescription.
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In irritable bowel syndrome,* intestinal

discomfort will often erupt in tandem with

anxiety—launching a cycle ofbrain/bowel

conflict. Make peace with Librax. Because of

possible CNS effects, caution patients about
activities requiring complete mental alertness.

* Librax has been evaluated as possibly effective

as adjunctive therapy in the treatment ofpeptic

ulcer and IBS.
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Each capsule contains 5 mg chlordiazepoxide
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Copyright © 1989 by Roche Products Inc. All rights reserved. Please see summary of prescribing information on adjacent page.



CONTINUING MEDICAL EDUCATION

i

!

i

;

I

jl

!

!:

I

I

r

i

September

21

Cleveland

Health Care in the 1990s:

Meeting the Unmet Needs
Cleveland Convention Center

Sponsored by the Free Medical Clinic of

Greater Cleveland

This one-day public symposium will address

various strategies to meet the needs of 38

million Americans who have fallen through

the health-care cracks.

For more information, contact Lois Rose or

Marty Hiller, Free Clinic, 12201 Euclid Ave.,

Cleveland, Ohio 44106. 216-721-1667 or

216-721-4010.

October

22

Cleveland

Family Caregiving Across the Lifespan

Sponsored by the Center on Aging and
Health

Case Western Reserve University

CME credits are available.

For further information, contact May L.

Wykle, Director, University Center on Aging
and Health, Case Western Reserve University,

Cleveland, Ohio 44106. 216-368-2692.

CREATE A MEDICAL
BREAKTHROUGH.

Become an Air Force physician and find

the career breakthrough you’ve been

looking for.

• No office overhead
• Dedicated, professional staff

• Quality lifestyle and benefits

• 30 days vacation with pay per year

Today’s Air Force provides medical

breakthroughs. Find out how to qualify

as a physician or physician specialist.

Call

Capt. Lamar Odom
Collect

513/879-9662
Station to Station
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SCIENTIFIC

CONTRACEPTIVE USE AND COUNSELING
BEFORE AND AFTER AN ABORTION IN

OHIO, 1981 AND 1986
Charles R. Hammerslough, PhD
Jesus Irizarry Mora

Introduction

Of the approximately 1.5 million women who have induced

abortions annually in the United States, surprisingly little is

known about their contraceptive behavior at the time pregnancy

occurred and after the abortion takes place. Fertility surveys are

readily available as are accurate sources for information on many
aspects of reproduction. However, evidence indicates that both

spontaneous and induced abortions are under-reported by survey

respondents. On the 1982 National Survey of Family Growth,

approximately 50% of abortions were reported.' Previously pub-

lished studies 2 of contraceptive use before and after an abortion,

while providing valuable information, have either been small

or confined to one clinic, and therefore unrepresentative. In either

case, selection factors make it difficult to infer the whole popula-

tion’s behavior from a small segment.

The purpose of this paper is to present data on contraceptive

counseling and use for abortion patients in Ohio, in 1986. The
Ohio Department of Health requires that an induced termination

of pregnancy certificate be filed for each abortion performed
in the state. Unlike most states* Ohio collects information on
contraception used (if any) at the time of conception, and the

contraceptive method that the woman is counseled to use follow-

ing the abortion, in addition to a range of demographic charac-

teristics. The certificate also records whether a contraceptive

sterilization was performed at the time of the abortion procedure.

Information on contraceptive use prior to an abortion has

Charles R. Hammerslough, PhD, is an assistant professor

of Population Planning and International Health at the

University of Michigan School of Public Health; Jesus

Irizarry-Mora, MA, is a PhD candidate in Population

Planning at the same institution.

several uses. In order to design policies to reduce abortions, it

is important to know what proportion of unintended pregnancies

are a result of contraceptive failure or of simple non-use. Pro-

grams could then choose to try either to improve access to more
efficient contraceptives, or to reach sexually active women who
are not using any method.

Knowledge of contraceptive use and counseling following

the abortion is also useful. The demographic effect of averting

births depends on the efficiency of the contraceptive method
chosen following an abortion. 3 Abortion patients are a very good

target group for counseling intervention. They are likely to re-

main sexually active and are presumably particularly interested

in not repeating the abortion experience. Providing effective con-

traception following abortion is a highly efficient way to prevent

repeat abortions.

Abortion in Ohio
Induced abortion has been legal in Ohio since 1973. The sta-

tistical picture of abortion in Ohio and elsewhere depends heavily

on abortion provider surveys conducted periodically by the Alan

Guttmacher Institute. The surveys show that the abortion rate

in Ohio tends to be somewhat lower than the national average.

Nationally, AGI estimates the abortion rates to be 29.1 and 28.0

per 1,000 women aged 15-44 in 1981 and 1985 respectively. The
corresponding rates for Ohio are 23.7 and 22.4 per 1,000.

4 The
quality of the AGI provider survey, and thus of our knowledge

of abortion rates and trends, depends on the voluntary participa-

tion of abortion providers. State statistics, based on vital registra-

tion, are only partially complete.

*As of 1981, six states collected contraceptive use information on their

induced abortion certificates: Georgia, Louisiana, Minnesota, Ohio, Ore-

gon and Utah. 1
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Table 1.

Analysis of Completeness of Abortion Reporting in Ohio, 1981 and
1986. By age, race and marital status, under the assumption that

subgroup variation for Ohio is the same as for the U.S.

j

aCases with item non-responses proportionately distributed over others. Item non-response was 3.5% for age, 13% for race and 2.5% for marital

status.
bOhio’s estimated 1985 abortion rate of .0224, distributed according to the national subgroup distribution (see references).
c 1985 estimates supplied by Ohio Department of Health, as adjusted by the authors. The figure for < 15 is women aged 14; for 40+ , women aged

40-44.
dA similar estimation procedure (not shown) was followed for 1981.

Data
For its own part, the Ohio Department of Health has author-

ity to collect the required induced termination of pregnancy cer-

tificate, which should be filed following every abortion per-

formed. This note examines the data generated by this system

in 1981 and 1986; first, however, it compares the number of abor-

tions reported to AGI by Ohio providers with the number of

certificates filed with the state.

Table 1 shows that compliance with the reporting require-

ments is incomplete. In 1986, the state collected 35,435 certifi-

cates, but providers performed 57,360 abortions, 4
for a report-

ing completeness to the state of 62%. As the table shows, report-

ing completeness has deteriorated since 1981, when it was 75%.
In 1981, the median state reporting in the U.S. was 86%.‘ State

reporting statistics have generally deteriorated during the 1980s,

which may be related to the controversial political position of

abortion. It is unknown why reporting in Ohio was so low. One
suggestion is that private physicians who provide abortions are

less likely to report the abortion. This seems implausible, because

AGI estimates that 92% of all abortions take place in non-hos-

pital clinics which provide 400+ abortions per year.
5 Only 2%

of abortions take place in small non-hospital settings.

Table 1 estimates completeness of the Ohio abortion report-

ing system by age, race and marital status of the abortion patient.

It projects the number of abortions expected if Ohio were to

follow the 1987 national abortion rate patterns. 6 Patterns of vari-

ation in reporting are apparent. The table estimates that 1986

reporting is lowest (48%) for the youngest teen-agers, and rises

to a peak of 65% for 18- to 24-year-olds. Little variation is

apparent by race, but nonmarried women have higher reporting

than married. In comparison with 1981, the deterioration in

reporting has most affected women over age 20 and nonwhite

women.

Certificate Content
The Ohio Department of Health Confidential Abortion Re-

port is the main instrument for reporting abortions. It contains

a total of 25 questions, which are divided into three sections:

General Information, Medical History and Medical Procedure.

The Medical History and Medical Procedure sections contain

information about contraceptive use and counseling surrounding

the abortion. Figure 1 reproduces selected questions.

Coding Contraceptive Status at Conception
Problems arise in using these data to derive women’s contra-

ceptive status before the abortion. First, the definition of contra-

ceptive failure on questions 14 and 15 on the certificate is impre-

cise. The standard definition, from the National Survey of Family

Growth, defines a contraceptive use failure as an unintended

pregnancy that occurs in the same month as a contraceptive was

used. There is no requirement on the NSFG that the contracep-

tive be actually used on the day conception took place. Hence,

Abortions Est. Ohio
Estimated

Female Pop. Expected

Estimated

Completeness,

Estimated

Completeness,

Reported Abortion Rate Ohio, 1985 Abortions 1986 1981

(D
a

(2)
b

(3)
c

(4) = (2) X (3) (5) = (1)/(4) (6)
d

Age:

<15 251 0.0075 69139 516 48.6% 43.8%
15-17 3466 0.0258 239763 6195 55.9% 53.6%
18-19 5167 0.0469 168886 7916 65.3% 68.6%
20-24 12428 0.0402 471952 18986 65.5% 81.9%
25-29 7499 0.0265 482868 12791 58.6% 80.8%
30-34 4067 0.0155 432726 6711 60.6% 76.6%
35-39 2007 0.0084 387390 3270 61.4% 76.6%
40 + 550 0.0032 307981 975 56.4% 95.2%

Race:

White 24517 0.0176 2241521 39349 62.3% 73.2%
Nonwhite 10918 0.0564 319183 18011 60.6% 80.9%

Marital Status:

Married 5292 0.0067 1584235 10612 49.9% 53.6%
Nonmarried 30143 0.0479 976470 46748 64.5% 82.4%

Total 35435 0.0224 2560705 57360 61.8% 75.1%
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Figure 1.

Selected questions from the Ohio Department of Health Confidential Abortion Report.

[Medical History Section]

14. Contraceptive History: Was the woman practicing contraception at the time of conception?

Yes ED No EJ Unknown ED

15. Method. If Yes to No. 14, what method was used?

Oral (pill) ED Condom Rhythm
Diaphragm IUD Coitus interruptus

Foam jelly ED Sterilization Other, specify

[Medical Procedure Section]

21. Type of procedure done after the abortion

ED Sterilization ED

25. Type of family planning recommended:

ED Oral contraceptives ED

ED Diaphragm ED

26. Type of additional counseling given:

ED Psychological ED

ED Pastoral ED

ED Other

None Other, specify

IUD Other, specify

Sterilization None

Social Service

Medical

Figure 2.

Classification scheme for determining if woman had a contraceptive

failure, and with which method, Ohio, 1986.

Question 15:

Question 14: Practicing Contraception?

Which Method?
Yes No Unknown No Answer

One or More Failure, Failure, Failure, Failure,

Methods Method Known Method Known Method Known Method Known
(29.9%) (1.7%) (.5%) (.7%)

No Answer
Failure

Method Unknown
No Failure,

No Method
Ambiguous Missing

(1.1%) (59.6%) (3.0%) (3.5%)

the vagueness of the phrase “at the time of” leaves question

14 open to the interpretation of the person collecting data for

the form, which may not be with the woman actually present.

The question as phrased invites a “strict constructionist” view

of contraceptive failure* which is less inclusive than the NSFG
definition. In a number of cases, either no response or

“unknown” is recorded for question 14, but one or more meth-

ods are in fact checked in question 15.

Questions 14 and 15 together determine contraceptive status

That the contraceptive was used for the actual coitus from which preg-

nancy resulted.

at the time of the conception that led to the present abortion.

The meaning of the “unknown” response in question 14 is

ambiguous — whether it is unknown whether the woman was

using contraception at all, or whether it is unknown whether

the contraception she was using was actually used “at the time

of” conception. Figure 2 describes the coding of contraceptive

status from questions 14 and 15. In cases where question 14 is

marked “unknown” and no method is put down in question

15, then the case is marked “ambiguous.” Ideally, question 15

was answered only if question 14 were “Yes.” Regardless of the

answer to 14, cases with a method marked down in question

15 were assumed to be method failures. Figure 2 shows that 60%
of all cases were classified as non-failures: that is they have “No”
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Table 2.

Distribution of contraceptives used (if any) at conception, by age,

race, marital status and education. Percentage distributions for

Ohio, 1981 and 1986.

Contraceptive Status

None/

Not a Spermi- Dia- With- Other/

Failure Pill IUD Condom cides phragm Rhythm drawal Steril. Unknown Total

Characteristics

Age
<15 95.9 2.3 0.0 0.9 0.0 0.0 0.0 0.0 0.0 0.9 100%
15-17 81.4 5.5 0.1 8.9 0.5 0.3 0.9 0.6 0.0 1.8 100%
18-19 74.7 8.6 0.1 10.4 1.0 0.8 1.4 0.6 0.0 2.4 100%
20-24 63.8 13.1 0.3 9.0 2.1 3.0 2.2 0.6 0.0 5.9 100%
25-29 56.5 13.5 0.6 7.7 3.7 5.7 2.8 0.6 0.5 8.4 100%
30-34 52.3 9.8 1.2 8.9 5.2 8.5 3.7 0.5 0.7 9.3 100%
35-39 51.7 4.3 0.6 12.1 7.1 8.6 4.5 1.0 1.2 8.9 100%
40 + 57.4 2.3 0.6 9.6 8.2 6.6 5.3 0.8 1.4 7.8 100%

Race

White 62.4 9.1 0.4 10.8 2.7 4.1 3.0 0.8 0.3 6.4 100%
Black 67.1 14.2 0.3 5.0 3.3 3.7 1.3 0.3 0.2 4.7 100%
Other 62.0 9.6 1.7 11.3 2.4 2.4 5.2 1.0 0.0 4.4 100%

Marital Status:

Single 67.7 10.3 0.3 8.8 2.0 3.0 1.9 0.6 0.1 5.3 100%
Married 52.0 11.2 1.0 13.0 5.2 5.2 3.7 0.7 0.9 7.1 100%
Formerly Married 56.6 11.4 0.6 6.8 4.7 6.9 3.4 0.6 0.6 8.4 100%
Unknown 57.9 13.8 1.4 7.9 3.1 5.5 1.7 0.7 0.3 7.6 100%

Education

<High School 77.8 8.1 0.3 7.4 1.2 1.2 1.0 0.5 0.1 2.3 100%
High School 65.1 11.9 0.4 8.0 3.1 2.9 2.2 0.5 0.3 5.7 100%
High School + 52.7 10.2 0.5 12.0 3.6 7.5 3.5 0.9 0.3 8.9 100%

Total, 1986 63.7 10.7 0.4 9.0 2.9 3.9 2.4 0.6 0.3 6.0 100%
Missing or Ambiguous: 3 6.5%

Total, 1981 66.2 7.1 1.0 6.2 5.4 5.7 3.1 0.9 0.2 4.1 100%
Missing or Ambiguous: 5.9%

AGI, 1987b 48.7 13.3 0.3 14.7 3.4 5.2 3.7 5.7 0.2 4.8 100%

aPercent of whole sample with missing or ambiguous contraceptive status, as recoded from questions 14 and 15. See Figure 2.
bCalculated from Henshaw and Silverman, 1988.

marked in question 14, and no method is checked in question

15. More than 6% of responses are either missing or ambiguous.

In coding contraceptive status at conception, question 15 can

take several methods. The data tape contained all methods
checked on question 15. It is unknown from the data whether

the methods were used in combination or sequentially at or

around the time of conception. This analysis follows the NSFG
convention of recoding multiple method use as the highest

method mentioned on a rank-order scale of efficacy*

*The scale used, from highest priority (efficacy) to lowest, is Sterilization,

Pill, IUD, Condom, Diaphragm, Spermicides, Rhythm, Other.
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Contraceptive Status at Conception
Table 2 shows the proportions of each user group failing with

each method, and which proportion actually had contraceptive

failures. These figures are a combination of three factors: 1) the

proportion of the population using a given method, 2) the use-

failure rate of the method or the probability of pregnancy if no

method, and 3) the probability of obtaining an abortion given

an unintended pregnancy. The overall proportion of codable

respondents who used no method at the time of conception (and

therefore did not have a contraceptive failure) is 64%, approxi-

mately the same as 1981. In comparison, the 1987 AGI 6 national

survey, which used the more inclusive NSFG definition of contra-

ceptive use, found only 49% of women having abortions were

OHIO Medicine



Table 3.

Percentage distributions: contraceptive method used before and

recommended after the abortion, Ohio, 1986.

Method Recommended: 3

Sterili-

Method
Used Before:

Pill IUD Diaphragm zation Other No Rec. Missing Total Size

None 54.1 0.4 3.2 2.3 16.1 6.0 18.0 100% 20185

Pill 60.5 0.6 1.8 1.8 11.7 4.6 19.0 100% 3334

IUD 40.0 5.7 2.1 6.4 26.4 5.0 14.3 100% 135

Condom 49.8 0.5 3.6 3.8 18.1 7.1 17.0 100% 2888

Spermicides 44.1 0.6 5.6 6.9 17.9 6.6 18.4 100% 905

Diaphragm 36.4 0.6 21.1 4.0 14.6 6.1 17.2 100% 1247

Rhythm 53.3 0.6 5.3 5.0 10.8 8.2 16.7 100% 754

Withdrawal 57.3 1.0 4.4 2.4 12.1 8.7 14.1 100% 203

Sterilization 22.5 0.0 2.3 25.4 13.5 16.7 20.2 100% 87

Unknown Method 45.5 0.5 6.0 4.3 19.8 6.0 18.0 100% 1912

Missing 51.0 0.1 1.3 2.6 6.1 8.6 30.5 100% 1175

Ambiguous 47.1 1.0 5.6 6.4 10.9 11.1 18.0 100% 1041

Total, 1986 52.5 0.5 4.0 3.0 15.4 6.3 18.5 100% 33866

Total, 1981 51.6 3.7 8.3 4.4 12.6 8.4 11.0 100% 45567

a
In cases of combination, most effective method coded.

non-users.

Some observations can be made from Table 2. The propor-

tion who used no contraceptive method declines steadily with

age, from a high of over 80% for teen-agers under age 17. The
proportion using no method apparently does not vary by race,

but it does by marital status. Non-married women are more likely

than currently married women to have become pregnant without

using contraceptives. Lastly, abortions resulting from non-use

of contraception declines with increasing education.

Looking at specific methods, more women having abortions

in 1986 had Pill and condom failures than in 1981, and fewer

had IUD, spermicide and diaphragm failures. These patterns

probably reflect changes in the underlying use patterns of the

population, rather than shifts in contraceptive efficacy. The most
distinctive patterns arise from the teen-age groups. The younger

teen-age groups are less likely to have failed with the IUD, sperm-

icides or diaphragm than the population at large. Older women
are less likely to have failed with the Pill, but more likely to have

had an IUD, spermicide or sterilization failure. These results

correspond to differences in underlying use patterns.

Currently married women are more likely to have had IUD
or sterilization failures than currently unmarried women. Single

women are less likely to have had sterilization failures because

few are sterilized: They probably have partners who are using

vasectomy.

The patterns by educational group again reflect underlying

use patterns, and possibly differences in failure rates. Women
of lower education are less likely to have had Pill, condom, dia-

phragm and rhythm failures than better educated women.
Among all groups of women having abortions, a large pro-

portion are due to contraceptive non-use rather than failure. This

suggests that efforts to avoid repeat abortions among young and
unmarried women should concentrate more on increasing contra-

ceptive prevalence than on improving the efficiency of method

use.

Contraceptive Counseling and Sterilization in

Conjunction With Abortion
Counseling is an essential part of the process of obtaining

an abortion. Before the abortion, counselors function to make
sure that the patient actually wants to abort the pregnancy and

is prepared for the procedure. 7 Counselors often remain with

the patient through the abortion, comfort her and assure that

she receives contraceptive counseling.

One purpose of peri-abortion contraceptive counseling is to

lower the probability of repeat abortion. A contraceptive failure

or accidental unprotected pregnancy brings a woman into unex-

pected contact with medical and contraceptive providers and can

involve considerable stress. Presumably she is strongly motivated

to avoid repeating the experience and is open to suggestions for

adopting contraception or improving her contraceptive practice.

Presumably, too, older pregnant women who want to end

their childbearing are likely to consider having a sterilization

at the same time as the abortion.® The experience of an unin-

tended pregnancy may crystallize intent to have no more children.

In addition, for the few women who are having abortions be-

cause a pregnancy would be dangerous to their health, as in the

case of severe renal disease, a contraceptive sterilization might

be a practical alternative.

The role of counseling in the decision to have a sterilization

is as important as abortion counseling. A virtually irreversible

decision should not be made in a climate of emotional stress,
9

nor should any coercion be permitted: Ideally, the counselor

should function as an advocate for the patient. Of course, in

no case should provision of abortion be conditional on concur-

rent sterilization.
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Scientific

Contraceptive Failure and Contraceptive

Recommended in Ohio
The Ohio abortion certificate contains two questions on

abortion counseling of the patient. Question 25 (see Figure 1)

inquires as to the type of contraceptive method recommended
to the patient, and question 26 inquires as to additional sources

of counseling the patient has received. It is a legal requirement

to provide contraceptive counseling to abortion patients in some
countries. 9

Table 3 shows the distribution of methods recommended by

the method used before the abortion. Overall, about 53% of

patients are recommended the Pill following a contraceptive fail-

ure. About 3% are recommended sterilization, and 4% the dia-

phragm. It may be surprising that so few are recommended an

IUD insertion concurrent with the abortion, given the feasibility

and efficacy of this approach. 8 Counselors and physicians appear

to have responded to the increasing unavailability of the IUD
method in 1986. “Other” methods (which may include condom)
are recommended 15% of the time, and 25% either received no

recommendation or are missing data on this item.

Further examination of Table 3 reveals that some bias exists

toward maintaining patients on the same method, even if they

had a failure. For example, 61% of Pill users advised to con-

tinue with the Pill, 6% of IUD users to continue with the IUD,

and 21% of women failing with the diaphragm are encouraged

to continue with the method. These percentages are considerably

higher than the proportions of all aborters advised to use the

methods. Other prominent patterns are the following: Women
with Pill failures are seldom advised to switch to another method
or are not given a recommendation. Those who had IUD failures

are likely to be advised to have a sterilization or to switch to

“other” contraception. The majority of women who were not

using contraception at the time of the pregnancy are advised

to use the Pill or to use “other” contraception (perhaps the con-

dom).

Contraceptive Sterilization as Part of the

Abortion Procedure
Table 4 shows that a total of only .61% of women elect to

have a contraceptive sterilization concurrent with the abortion.

Over 9% of women who have sterilization failures (either their

own or their partner’s sterilization failed) have an(other) steriliza-

tion as part of the abortion. The next highest percentage of steri-

lizations is to women who fail with the IUD. This result is consis-

tent with the practice of recommending the IUD to women who
want no more children 10 but who are unsure about the perma-

nence of a sterilization. Perhaps the experience of an unintended

conception and abortion causes some women to reconsider steri-

lization.

Women are relatively more likely to follow a recommendation

to have a sterilization; more than 9% of those who were recom-

mended to have a sterilization did so, compared to .61% overall.

Table 4 also shows that the proportion who have a concurrent

abortion rises with age. Although there is little variation by race,

married women are more likely to have a sterilization than

women of other marital statuses.

Additional Counseling Given
The decision to have an abortion is a complex one in which

a woman may turn to many sources of counseling and care. The

Table 4.

Percent of women electing contraceptive sterilization after an

abortion, by contraceptive status before, method recommended,
age, race, marital status and education, Ohio, 1986.

Contraceptive Percent

Status at Conception Sterilized

All Patients .61%
No Method .41

Pill .27

IUD 3.70

Condom .38

Spermicides .33

Diaphragm .56

Rhythm .27

Withdrawal .49

Sterilization 9.20

Other/Unknown .37

Method Recommended
Pill .22%
IUD .00

Diaphragm .14

Sterilization 9.03

Other .26

No Recommendation .77

Age
<15 .42%
15-17 .38

18-19 .23

20-24 .28

25-29 .43

30-34 1.09

35-39 2.85

40 + 3.75

Race

White .58%
Black .68

Other .41

Marital Status

Single .33%
Married 1.82

Formerly Married .52

Education

<High School .41%

High School .33

High School + .37

Ohio abortion certificate records the additional counseling given

to each woman who has an abortion. Presumably this additional

counseling is over and above the informed consent and general

informational counseling ordinarily available to women having

abortions: however, if the general counseling is psychological,

then the box checked might be the primary counseling given.

The only certain thing to say is that the woman supposedly re-
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Table 5.

Types of additional abortion counseling received, by age, race

and marital status and contraceptive sterilization, Ohio, 1986.

Type of Additional

Percent

Receiving

Counseling Percent Type of

Received: Sterilized Counseling

Psychological .54 20.20

Pastoral 7.14 .08

Social Service .39 15.23

Medical .71 34.00

Other 10.27 .55

ceived at least the type of counseling indicated on the form.

Table 5 shows that 20% were given psychological counseling,

15% social service, and 34% medical. A small proportion

received pastoral counseling, but that number may be low

because the pastoral counseling was unknown to the person

completing the certificate.

Tabulations of type of additional counseling received by
demographic characteristics (not shown) reveals little variation

by race or marital status for each type of counseling. However,
older women are more likely to receive medical or psychological

counseling; women with more than a high school education are

more likely to receive all types of counseling. Table 5 shows

that women receiving the two least frequent forms of supple-

mental counseling, pastoral and “other,” are most likely to have

a sterilization.

Conclusions
This research note has presented tabulations of the Ohio

Department of Health abortion certificates for 1986 and 1981.

Despite deficiencies of incomplete reporting, this analysis pro-

vides some leads as to how abortion providers can improve the

care they provide and reduce the likelihood of repeat abortions.

Ohio is unique in the range of counseling and contraceptive

behavior questions asked as part of its standard certificate. In

Ohio, at least two-thirds of women having abortions did not

become pregnant as a result of contraceptive failure, but of fail-

ure to use a method. Teen-agers, in particular, are likely to have

become pregnant from unprotected intercourse. Efforts to

reduce repeat abortion should focus on increasing contraceptive

prevalence, rather than efficacy, among this age group.

Contraceptive and other counseling is likely to be a determi-

nant of contraceptive use by women who have had abortions.

Generally, women who have had contraceptive failures are

recommended to use their former method or the Pill. A very

small percentage elect to have contraceptive sterilizations during

the abortion procedure. The type and content of contraceptive

counseling, however, makes a difference in the decision to have a

sterilization. Over 9% of those recommended to have a sterili-

zation in fact do so concurrent with the abortion.

Recommendations
This analysis demonstrates that “enriched” abortion reports

such as Ohio’s hold at least the promise of more sophisticated

substantive analyses of abortion and contraceptive use at the

state level. The deteriorating level of completeness of filing,

however, should be reversed. Therefore, we recommend
strengthening the data collection system through better training

and follow-up of providers. We also recommend that the

Department of Health conduct in-depth analyses of the contra-

ceptive and counseling questions, and distribute the results to

providers. In this way, providers will feel more committed to

making complete and timely reports to the system.

Some revisions of the Confidential Abortion Report form

are also warranted. In particular, we recommend adding “Con-
dom” to the list of family planning methods potentially recom-

mended (question 25), and “Sponge” to the methods potentially

failed with (question 15). Over 9% of abortion patients in a

recent survey 6 said they had failed with the contraceptive sponge.

In addition, standardizing the definition of contraceptive failure

as use in the month of unintended pregnancy would facilitate

comparison with national surveys.

These changes will help realize the substantial promise that

analysis of abortion reports has for improving the quality of

care given to Ohio abortion patients.
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(ranitidine hydrochloride)

Zantac" 300 Tablets

(ranitidine hydrochloride)

Zantac" Syrup

(ranitidine hydrochloride)

The following is a brief summary only Before prescribing, see complete

prescribing information in Zantac" product labeling

INDICATIONS AND USAGE: Zantac" is indicated in

1 Short-term treatment of active duodenal ulcer. Most patients heal within

four weeks.

2 Maintenance therapy for duodenal ulcer patients at reduced dosage after

healing of acute ulcers.

3 The treatment of pathological hypersecretory conditions (eg.Zollinger-

Ellison syndrome and systemic mastocytosis).

4 Short-term treatment of active, benign gastric ulcer. Most patients heal

within six weeks and the usefulness of further treatment has not been

demonstrated

5 Treatment of gastroesophageal reflux disease (GERD). Symptomatic
relief commonly occurs within one or two weeks after starting therapy

Therapy for longer than six weeks has not been studied.

In active duodenal ulcer; active, benign gastric ulcer, hypersecretory

states; and GERD, concomitant antacids should be given as needed for relief

of pain

CONTRAINDICATIONS: Zantac" is contraindicated for patients known to

have hypersensitivity to the drug

PRECAUTIONS: General: 1. Symptomatic response to Zantac " therapy does

not preclude the presence of gastric malignancy.

2 Since Zantac is excreted primarily by the kidney, dosage should be

adjusted in patients with impaired renal function (see DOSAGE AND
ADMINISTRATION) Caution should be observed in patients with hepatic

dysfunction since Zantac is metabolized in the liver

Laboratory Tests: False-positive tests for urine protein with Multistix" may
occur during Zantac therapy, and therefore testing with sulfosalicylic acid is

recommended
Drug Interactions: Although Zantac has been reported to bind weakly to

cytochrome P-450 in vitro, recommended doses of the drug do not inhibit

the action of the cytochrome P-450-linked oxygenase enzymes in the liver.

However, there have been isolated reports of drug interactions that suggest

that Zantac may affect the bioavailability of certain drugs by some
mechanism as yet unidentified (eg, a pH-dependent effect on absorption or a

change in volume of distribution).

Carcinogenesis, Mutagenesis, Impairment of Fertility: There was no

indication of tumorigemc or carcinogenic effects in lifespan studies in mice

and rats at doses up to 2,000 mg/kg/d

Ranitidine was not mutagenic in standard bacterial tests (Salmonella.

Escherichia coli) for mutagenicity at concentrations up to the maximum
recommended for these assays

In a dominant lethal assay, a single oral dose of 1,000 mg/kg to male rats

was without effect on the outcome of two matings per week for the next nine

weeks.

Pregnancy: Teratogenic Effects: Pregnancy Category B: Reproduction

studies have been performed in rats and rabbits at doses up to 160 times

the human dose and have revealed no evidence of impaired fertility or harm

to the fetus due to Zantac. There are, however, no adequate and well-

controlled studies in pregnant women Because animal reproduction studies

are not always predictive of human response, this drug should be used

during pregnancy only if clearly needed

Nursing Mothers: Zantac is secreted in human milk. Caution should be

exercised when Zantac is administered to a nursing mother.

Pediatric Use: Safety and effectiveness in children have not been

established

Use in Elderly Patients: Ulcer healing rates in elderly patients (65 to 82

years of age) were no different from those in younger age groups The

incidence rates for adverse events and laboratory abnormalities were also

not different from those seen in other age groups

ADVERSE REACTIONS: The following have been reported as events in

clinical trials or in the routine management of patients treated with Zantac"

The relationship to Zantac therapy has been unclear in many cases

Headache, sometimes severe, seems to be related to Zantac administration

Central Nervous System: Rarely, malaise, dizziness, somnolence, insomnia,

and vertigo. Rare cases of reversible mental confusion, agitation,

depression, and hallucinations have been reported, predominantly in

severely ill elderly patients Rare cases of reversible blurred vision

suggestive of a change in accommodation have been reported.

Cardiovascular: As with other H 2-blockers, rare reports of arrhythmias such

as tachycardia, bradycardia, atrioventricular block, and premature
ventricular beats.

Gastrointestinal: Constipation, diarrhea, nausea/vomiting, abdominal

discomfort/pain, and rare reports of pancreatitis

Hepatic: In normal volunteers, SGPT values were increased to at least twice

the pretreatment levels in 6 of 12 subjects receiving 100 mg qid

Zantac" 150 and 300 (ranitidine hydrochloride) Tablets

Zantac" (ranitidine hydrochloride) Syrup

intravenously for seven days, and in 4 of 24 subjects receiving 50 mg qid

intravenously for five days With oral administration there have been

occasional reports of hepatitis, hepatocellular or hepatocanalicular or mixed,

with or without jaundice. These were usually reversible.

Musculoskeletal: Rare reports of arthralgias

Hematologic: Blood count changes (leukopenia, granulocytopenia,

thrombocytopenia) have occurred in a few patients. These were usually

reversible Rare cases of agranulocytosis, pancytopenia, sometimes with

marrow hypoplasia, and aplastic anemia have been reported

Endocrine: Controlled studies in animals and man have shown no
stimulation of any pituitary hormone by Zantac and no antiandrogemc

activity, and cimetidine-induced gynecomastia and impotence in

hypersecretory patients have resolved when Zantac has been substituted.

However, occasional cases of gynecomastia, impotence, and loss of libido

have been reported in male patients receiving Zantac, but the incidence did

not differ from that in the general population.

Integumentary: Rash, including rare cases suggestive of mild erythema

multiforme, and, rarely, alopecia

Other: Rare cases of hypersensitivity reactions (eg, bronchospasm, fever,

rash, eosinophilia), anaphylaxis, angioneurotic edema, and small increases

in serum creatinine.

OVERDOSAGE: Information concerning possible overdosage and its

treatment appears in the full prescribing information.

DOSAGE AND ADMINISTRATION: (See complete prescribing information in

Zantac" product labeling.)

Active Duodenal Ulcer: The current recommended adult oral dosage is 150

mg or 10 ml (2 teaspoonfuls equivalent to 150 mg of ranitidine) twice daily.

An alternate dosage of 300 mg or 20 ml (4 teaspoonfuls equivalent to 300

mg of ranitidine) once daily at bedtime can be used for patients in whom
dosing convenience is important. The advantages of one treatment regimen

compared to the other in a particular patient population have yet to be

demonstrated

Maintenance Therapy: The current recommended adult oral dosage is 150

mg or 10 ml (2 teaspoonfuls equivalent to 150 mg of ranitidine) at bedtime

Pathological Hypersecretory Conditions (such as Zollinger-Ellison

syndrome): The current recommended adult oral dosage is 150 mg or 10 ml

(2 teaspoonfuls equivalent to 150 mg of ranitidine) twice a day In some
patients it may be necessary to administer Zantac" 150-mg doses more
frequently. Doses should be adjusted to individual patient needs, and should

continue as long as clinically indicated. Doses up to 6 g/d have been

employed in patients with severe disease.

Benign Gastric Ulcer: The current recommended adult oral dosage is 150

mg or 10 ml (2 teaspoonfuls equivalent to 150 mg of ranitidine) twice a day.

GERD: The current recommended adult oral dosage is 150 mg or 10 ml (2

teaspoonfuls equivalent to 150 mg of ranitidine) twice a day.

Dosage Adjustment tor Patients with Impaired Renal Function: On the

basis of experience with a group of subjects with severely impaired renal

function treated with Zantac, the recommended dosage in patients with a

creatinine clearance less than 50 ml/min is 150 mg or 10 ml (equivalent to

150 mg of ranitidine) every 24 hours Should the patient's condition require,

the frequency of dosing may be increased to every 12 hours or even further

with caution Hemodialysis reduces the level of circulating ranitidine. Ideally,

the dosage schedule should be adjusted so that the timing of a scheduled

dose coincides with the end of hemodialysis.

HOW SUPPLIED: Zantac" 300 Tablets (ranitidine hydrochloride equivalent

to 300 mg of ranitidine) are yellow, capsule-shaped tablets embossed with

"ZANTAC 300" on one side and "Glaxo” on the other They are available in

bottles of 30 (NDC 0173-0393-40) tablets and unit dose packs of 100 (NDC
0173-0393-47) tablets.

Zantac" 150 Tablets (ranitidine hydrochloride equivalent to 150 mg of

ranitidine) are white tablets embossed with "ZANTAC 150” on one side and

"Glaxo" on the other. They are available in bottles of 60 (NDC 01 73-0344-

42) and 100 (NDC 0173-0344-09) tablets and unit dose packs of 100 (NDC
0173-0344-47) tablets.

Store between 15° and 30° C (59° and 86° F) in a dry place. Protect

from light. Replace cap securely after each opening.

Zantac" Syrup, a clear, peppermint-flavored liquid, contains 16 8 mg of

ranitidine hydrochloride equivalent to 15 mg of ranitidine per 1 ml in bottles

of 16 fluid ounces (one pint) (NDC 0173-0383-54).

Store between 4
C
and 25° C (39° and 77° F). Dispense in tight, light-

resistant containers as defined in the USP/NF.
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CLASSIFIED ADVERTISING

Employment

Opportunities

BEAVER, PENNSYLVANIA — Seeking

director, assistant director, full-time and
part-time emergency physicians for 475-

bed Level II facility. Double and triple

coverage provided during peak periods.

Outstanding compensation and paid

malpractice insurance. Benefits available

to full-time staff. Board-eligibility or

-certification in emergency medicine or

primary care specialty, and ACLS re-

quired. Contact: Karen Remai, Emergency

Consultants, Inc., 2240 South Airport

Road, Room 26, Traverse City, MI 49684;

1-800-253-1795 or in Michigan 1-800-632-

3496.

BE/BC FAMILY PRACTITIONER —
Needed to join busy ambulatory practice

in semi-rural area south of Pittsburgh,

PA. Potential to have an inpatient com-
ponent to the practice is desirable. No OB.
Inquiries to Joy or Bonnie (412) 363-9700.

COLUMBUS, OHIO — Physician needed

to staff urgent care facilities. Competitive

salary, full benefits. Respond with CV to

Paul Zeeb, M.D., Medical Director, Pri-

mary Medical Associates, Inc., 4900 Get-

tysburg Road, Columbus, OH 43220.

EMERGENCY MEDICINE — Full time

BC/BE emergency physician or primary

care physician with E.D. experience

needed for 21,000 annual volume north-

eastern Ohio emergency department.

Competitive compensation. Send CV to:

PO Box 575, Uniontown, OH 44685 or

contact Julie Murray (216) 821-7702.

EMERGENCY MEDICINE OPPOR-
TUNITIES — Currently seeking physi-

cians interested in full- or part-time emer-

gency department opportunities available

at many locations throughout Ohio.

ACLS required and previous emergency

department experience preferred. Nation-

al Emergency Services, Inc. is one of the

largest emergency department physician

staffing firms in the country. We provide

malpractice insurance coverage, competi-

tive reimbursement and flexible schedul-

ing. For more information call 800-426-

9061, National Emergency Services, Inc.

FAMILY PRACTICE — Cincinnati sub-

urb, flexible arrangements. Contact (513)

661-1888.

FAMILY PRACTICE OPPORTUNI-
TIES, COLUMBUS, OHIO — Oppor
tunities to assume well-established solo-

family practices. Partnership opportuni-

ties available. Established and active clien-

tele offering financial assistance and
personal expenses reimbursement. For

further information please contact: Krista

P. Greiner, Health Care Consultant, 2075

W. Big Beaver, Suite 600, Troy, MI 48084

(313) 649-2010.

FAMILY PRACTICE OPPORTUNITY,
DAYTON, OHIO — Excellent opportu-

nity to join a well-established, reputable,

two-person group practice. Competitive

compensation package, including mal-

practice and full comprehensive benefits.

For further information please contact:

Krista P. Greiner, Health Care Consult-

ant, 2075 W. Big Beaver, Suite 600, Troy,

MI 48084 (313) 649-2010.

FAMILY PRACTICE OPPORTUNITY
— Excellent opportunity to join a growing

multi-doctor group of Board-certified,

residency-trained family physicians. Excel-

lent location within 40 miles of Colum-
bus, Ohio. Area has high growth and

stability potential in the 1990s. For more
information, call or write Dr. Patrick

Scarpitti, MD, 14 Westgate Dr., NE,
Newark, OH 43055, phone (614) 522-8321.

GASTROENTEROLOGIST WANTED
— FLORIDA — Terrific medium-sized

coastal town. Two personable solo GEs
seeking same to share heavy case load and

coverage. Mail CV to Richard Libby, 5510

Montgomery St., Chevy Chase, MD
20015.

GENERAL SURGEON, BE/BC WITH
RECENT TRAINING, ENDOSCOPY
EXPERIENCE — Join private practice

in central Ohio rural community of 38,000

with JCAHO-approved hospital. Guaran-

teed income, benefits and incentives will

be discussed with interested candidates.

Send CV to T.K. Park, MD, Box 703,

Coshocton, OH 43812.

IM/CARDIOLOGY/GASTROENTER-
OLOGY GROUP PRACTICE — Seeks

qualified internist and oncologist to join

its lucrative practice in eastern Ohio.

Excellent benefit package including six

weeks vacation plus CME time. Call Bon-

nie or Joy, (800) 438-2476.

INNOVATIVE ANESTHESIA PRAC-
TICE — Change from academics to ser-

vice-created vacancies in large (18K cases/

year) community teaching hospital prac-

tice. Need broadly competent anesthesi-

ologists to work with creative colleagues,

excellent life-style, above-average compen-

sation package. Positions for both experi-

enced and new grads. Contact Box 80447,

Country Fair Station, Canton, OH 44708.

INTERNAL MEDICINE — Group
Health Associates, Inc., is a multispecialty

medical group with six offices throughout

greater Cincinnati. An immediate need

exists for full-time primary care internists.

Continued growth and expansion causes

us to begin now our search for additional

Board-certified/Board-eligible internists

to join our staff July, 1991. Our group has

a strong diversified mix of private pay and

managed care patients. Our practice

environment frees physicians from the

business burdens of practice management.

Our compensation package is flexible,

dependent upon how busy of a practice

a physician would like. Our fringe benefits

are generous, allowing more than ample

time for CME and vacation and providing

more than the basic insurance needs. If

you are interested in surrounding yourself

with well-trained colleagues in an

atmosphere of collegiality, forward your

CV to: Search Committee, GHA, 2915

Clifton Avenue, Cincinnati, OH 45220.

INTERNAL MEDICINE BC/BE —
30 minutes from major metropolitan

area, in N.E. central Ohio, progressive

medical staff and growing community
(referral area 100,000 pop.), competi-

tive financial packages, independent or

group practice arrangements. Contact

Molly Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.
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INTERNIST — Part-time to help super-

vise cardiac rehab and office. Position

available in private Springfield, Ohio

office setting. For further details call (513)

323-1404.

INVASIVE CARDIOLOGIST — Four-

physician, single specialty cardiology

group has an immediate opening for a

BE/BC invasive cardiologist. Fully

equipped cardiovascular labs are expand-

ing and an excellent cardiovascular sur-

gery program is established. The practice

serves a large and expanding regional

referral area in mid-Michigan. Generous

compensation and early partnership are

available. Send CV to: The Heart Group,

P.C., Attn: N. Polzin, 4701 Towne Centre

Road, Suite 201, Saginaw, MI 48604.

MICHIGAN, ANN ARBOR SUBURB
— Primary care specialists needed.

Group-managed practice. Call 1 in 3.

First-year income guarantee, benefits and

paid malpractice. Call: Wanda Parker, Sr.

Associate, E.G. Todd Associates, 535 Fifth

Avenue, Suite 1100, New York, NY 10017.

Toll free (800) 221-4762. Collect (212) 599-

6200.

MULTIFACETED PHYSICIAN
GROUP — Seeking full-time, Board-

certified internist to perform outpatient

clinical services, hospital admission

examinations and consultative care for

inpatients. Our group is affiliated with

Mt. Sinai Medical Center, a major tertiary

care teaching hospital. We offer competi-

tive wages, malpractice insurance and
benefits. Please send your resume in con-

fidence to Kevin L. Trangle, MD, Business

Health Management, Inc., 20690 Lake-

land Blvd., Cleveland, OH 44119.

NON-INVASIVE CARDIOLOGIST —
Four-physician, single specialty cardiology

group has an immediate opening for a

BE/BC non-invasive cardiologist. Echo,

doppler, holter and treadmill are estab-

lished in-clinic. Full invasive and surgical

programs are established. The practice

serves a large and expanding regional

referral area in mid-Michigan. Generous

compensation and early partnership are

available. Send CV to: The Heart Group,

P.C., Attn: N. Polzin, 4701 Towne Center

Road, Suite 201, Saginaw, MI 48604.

OB/GYN PHYSICIAN BC/BE —
N.E. central Ohio, 30 minutes from

major metropolitan area, progressive

medical staff and growing community
(referral area 100,000 pop.), competi-

tive financial packages, independent or

group practice arrangements. Contact

Molly Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.

OB/GYN, NEW YORK — 32 member
multispecialty group adding third member
to its department of obstetrics and gyne-

cology. First year, six-figure salary, four

weeks vacation, other benefits. Call:

Wanda M. Parker, Sr. Associate, E.G.

Todd Associates, Inc., 535 Fifth Avenue,

Suite 1100, New York, NY 10017. Toll free:

(800) 221-4762, collect: (212) 599-6200.

OBSTETRICIAN/GYNECOLOGIST —
Deaconess Hospital, Cleveland, OH. A
316-bed, full-service, community health-

care facility, servicing the western and

southwestern portions of Cleveland and
its suburbs, is seeking a Board-certified/

eligible obstetrician/gynecologist. The
successful candidate will be interested in

either joining an established professional

corporation, with a guaranteed salary,

attractive incentive, family health insur-

ance, disability and life insurance, vaca-

tion and CME time, or . . . being in busi-

ness for yourself and establishing a solo

practice while qualifying for an attractive

sign-on bonus. Qualified candidates are

invited to contact Mary Packard at 1-800-

441-0996 (toll-free) or in PA (215) 896-

5080 (collect). Or send your CV to Mary
Packard’s attention: Garofolo, Curtiss &
Co., 326 W. Lancaster Ave., Ardmore, PA
19003. EOE.

OHIO: FAMILY PHYSICIAN — BE/
BC, residency-trained. Eastern suburbs of

Cleveland. Join two other Board-certified,

residency-trained family physicians in a

1 Vi -year-old growing practice. High-qual-

ity ambulatory and inpatient care. No OB.

Faculty appointment available. Excellent

compensation and fringes. Contact: Frank

M. Klaus, Director of Physicians’ Ser-

vices, University Mednet, 18599 Lake-

shore Blvd., Cleveland, OH 44119. In

Ohio: 1-800-228-0834 or (216) 383-7823.

There’s more to Life

than "Good Health"

!

• Experience the exhilaration and fun

of sailing and share it with your

family and friends!

• Enjoy the pride and prestige of own-

ing a fme sailing yacht!

• Enjoy cruising the Great Lakes, the

Caribbean or the waters and islands

of the East Coast and Florida!

• Offset the cost of ownership with

charter income, associate income

and tax advantages!

Charter Purchase Plans . .

.

Vermilion Sailing Yachts offers the most

sensible charter purchase plan.

• Valuable tax advantages

• Charter income

• Associate income

• Expert yacht management

• National advertising

• Unlimited use by owner

• A program tailored to each owner

• Most economical way to own a

sailing yacht

• High quality sailing yacht

• One of the nation's largest and most

successful programs

RMILIQINJ
Sa/li/uf Vachts

Dealer for Ericscn Yachts, Olson

Sailboats and Tartan Marine.

3409 E. Liberty Ave.

Vermilion, Ohio 44089

(216) 967-2055

NAME_

ADDRESS.

CITY

STATE.

PHONE ( )_
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Classified Advertising

OBSTETRICS AND GYNECOLOGY —
Group Health Associates, Inc., is a multi-

specialty medical group with six offices

throughout greater Cincinnati. Continued

growth and expansion causes us to begin

now our search for additional Board-certi-

fied/Board-eligible obstetricians/gynecol-

ogists to join our staff July, 1991. Our
group has a strong diversified mix of

private pay and managed care patients.

Our practice environment frees physicians

from the business burdens of practice

management. Our compensation package

is flexible, dependent upon how busy of

a practice a physician would like. Our
fringe benefits are generous, allowing

more than ample time for CME and vaca-

tion and providing more than the basic

insurance needs. If you are interested in

surrounding yourself with well-trained

colleagues in an atmosphere of collegial-

ity, forward your CV to: Search Commit-
tee, GHA, 2915 Clifton Avenue, Cincin-

nati, OH 45220.

OHIO, NORTHEAST/CLEVELAND —
Emergency department physicians needed

for 20,000 to 40,000 patient volume hos-

pital emergency departments in greater

Cleveland area. Physician must be Board-

certified in emergency medicine, resi-

dency-trained in emergency medicine or

be Board-prepared in emergency medi-

cine. Salary and benefits package worth

$150K. Full partnership eligibility in two

years. Interested individuals, please sub-

mit CV to: P.O. Box 770551, Lakewood,

OH 44107.

PEDIATRICIAN BC/BE — Progres-

sive medical staff and growing commu-
nity (referral area 100,000 pop.), N.E.

central Ohio, competitive financial

packages, independent or group prac-

tice arrangements. Contact Molly

Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.

PEDIATRICIAN — BE/BC to join three

others to cover pediatric unit, newborn

ICU and delivery suite in large, progres-

sive community hospital, with excellent

subspecialty support. Competitive salary

with liberal fringe benefits, including mal-

practice insurance, paid vacation, educa-

tion leave and expenses and health insur-

ance. If interested, please contact: Gordon
Borkat, MD, (216) 476-7237 or send CV
to 18101 Lorain Avenue, Cleveland, OH
44111.

PEDIATRICS — Group Health Associ-

ates, Inc., is a multispecialty medical

group with six offices throughout greater

Cincinnati. Continued growth and expan-

sion causes us to begin now our search for

additional Board-certified/Board-eligible

pediatricians to join our staff July, 1991.

Our group has a strong diversified mix of

private pay and managed care patients.

Our practice environment frees physicians

from the business burdens of practice

management. Our compensation package

is flexible, dependent upon how busy of

a practice a physician would like. Our
fringe benefits are generous, allowing

more than ample time for CME and vaca-

tion and providing more than the basic

insurance needs. If you are interested in

surrounding yourself with well-trained

colleagues in an atmosphere of collegial-

ity, forward your CV to: Search Commit-
tee, GHA, 2915 Clifton Avenue, Cincin-

nati, OH 45220.

PEDIATRICS — Massillon Community
Hospital is situated halfway between

Cleveland and Columbus in northeastern

Ohio. The not-for-profit 292-bed hospital

is over 80 years old. We are looking for

a Board-certified/eligible pediatrician

who is interested in joining a well-estab-

lished physician who has a busy practice

with over 2,500 patients. Massillon is a

charming, relaxed town of 32,000. The
area offers 10 colleges and universities

within a 30-mile radius. An attractive

salary and benefits package is being

offered. If you want to hear more about

this opportunity, please contact: Mary
Packard at 1-800-441-0996 (toll free) or in

PA (215) 896-5080 (collect). Or send your

CV to the attention of Mary Packard,

Garofolo, Curtiss & Co., 326 W. Lancaster

Ave., Ardmore, PA 19003. All inquiries

will be treated with complete confidential-

ity. EOE.

PHYSICIAN ADMINISTRATOR 3 —
The Gallipolis Developmental Center

(GDC), an active, treatment-focused, pub-

lic residential facility serving 300 persons

with developmental disabilities is recruit-

ing for a dynamic physician for medical

director. This position is responsible for

the development, implementation and

evaluation of progressive, proactive health

services which coincide with the philoso-

phy and mission of this modern, habilita-

tion-based facility. This position will be

responsible for the successful integration

of health services as a professional sup-

port service to the program component of

GDC. Must have a profound interest in

mental retardation and related knowledge

of psychotropic medications, multiple

sensory deficits, dual diagnosis. Possibil-

ity of research is negotiable. Only serious,

devoted individuals need apply. Excellent

salary and state benefits. Contact: Human
Resources Department, Gallipolis Devel-

opmental Center, Gallipolis, OH. Tele-

phone (614) 446-1642. Affirmative action/

EEO. “MR/DD does not discriminate in

provision of services or employment be-

cause of handicap, race, color, creed, na-

tional origin, sex, age or ancestry.”

PRIVATE PRACTICE OPPORTUNI-
TIES — Exist in southern Indiana, affili-

ated with a 590-bed hospital. Specialties

include internal medicine and family prac-

tice. Competitive compensation plan and

attractive partnership arrangement avail-

able. Send CV to Don Hoit, 11222 Tesson

Ferry Rd., Suite 203, St. Louis, MO 63123

or call 1-800-336-3963.

PRIMARY CARE — Several physicians

(IM, FP, OB, Ped) needed to join lucra-

tive, existing practice in ideal suburban

locations. Please call Bonnie Youngblood

at (800) 438-2476.

PSYCHIATRIC/MR NURSE DIREC-
TOR — The Gallipolis Developmental

Center (GDC), an active, treatment-

focused, public residential facility serving

300 persons with developmental disabili-

ties, is recruiting for a dynamic person for

nursing director. This position is responsi-

ble for the development, implementation

and evaluation of progressive, proactive

nursing services which coincide with the

philosophy and mission of this modern,

habilitation-based facility. This position

will be responsible for the successful inte-

gration of nursing services as a profession-

al support service to the program com-

ponent of GDC. Must have a profound

interest in mental retardation and pre-

ventive health within an interdisciplinary

team concept. Only serious, devoted indi-

viduals need apply. Excellent salary and

state benefits. MS or equivalent preferred.

Contact: Human Resources Department,

Gallipolis Developmental Center, Galli-

polis, OH. Telephone (614) 446-1642.

Affirmative action/EEO. ‘‘MR/DD does

not discriminate in provision of services

or employment because of handicap, race,

color, creed, national origin, sex, age or

ancestry.”
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UROLOGIST — Group Health Associ-

ates, Inc., is a multispecialty medical

group with six offices throughout greater

Cincinnati. Continued growth and expan-

sion causes us to begin now our search for

a Board-certified/Board-eligible full-time

staff urologist. Our group has a strong

diversified mix of private pay and man-
aged care patients. Our practice environ-

ment frees physicians from the business

burdens of practice management. Our
compensation package is flexible, depend-

ent upon how busy of a practice a physi-

cian would like. Our fringe benefits are

generous, allowing more than ample time

for CME and vacation and providing

more than the basic insurance needs. If

you are interested in surrounding yourself

with well-trained colleagues in an atmos-

phere of collegiality, forward your CV to:

Search Committee, GHA, 2915 Clifton

Avenue, Cincinnati, OH 45220.

eludes occupational health, trauma, resi-

dency training and EMS direction com-
ponents. Board-certified EM or Board-

prepared EM preferred. Aggressive com-
pensation package based on credentials.

Send CV in confidence to Kenneth Boyd,

3085 West Market St., Akron, OH 44313;

or call 216-867-9980.

Equipment

OFFICE EQUIPMENT FOR SALE —
Many items from recently closed office;

two examining tables, side table, baby

scales, cautery, centrifuge, autoclave,

monocular microscope, desk, IBM type-

writer, etc. Call: (812) 537-3504.

Office space

CLEVELAND — Office space available

in University Heights for full-time rent.

For information call (216) 381-6463.

Practice for sale

INTERNAL MEDICINE — Practice for

sale. Physician retiring after 38 years

wishes to sell successful practice. Excellent

opportunity for Board-eligible or Board-

certified physician in internal medicine/

cardiology. Located in S.W. Ohio. Practice

is associated with four area hospitals and

has an excellent referral system. Interested

parties may contact Mr. Gary Geiss, 3052

Queen City Ave., Cincinnati, OH 45238.

SOUTH OF CLEVELAND — Seeking

director for emergency department of 64-

bed hospital. Competitive salary, malprac-

tice insurance and benefit package. Con-
tact: Emergency Consultants, Inc., 2240

S. Airport Road, Room 26, Traverse City,

MI 49684; 1-800-253-1795 or in Michigan

1-800-632-3496.

WANTED — Physician to practice medi-

cal/legal medicine with established prac-

titioner (workers’ compensation and per-

sonal injury exclusively). Physician with

minimum of 15 years practice experience

preferred. Cleveland area. Reply to Box

225, c/o OHIO Medicine, 1500 Lake

Shore Dr., Columbus, OH 43204-3824.

WANTED: FULL-TIME MD/DO — to

eventually own this thriving, well-estab-

lished, financially successful general (and

integrated preventive) medical practice.

Contact: William C. Schmelzer, MD, 3520

Snouffer Road, Columbus, OH 43235,

phone (614) 761-0555.

OH, PA, FL: ACUTE CARE SPECIAL-
ISTS — Growth opportunities available

with our group of boarded emergency
physicians now staffing 12 hospitals. Staff

and administrative positions available in

community hospital settings which in-

Wisconsin

Physicians BE/BC
It's never too late for a new beginning! Dial

1
-800-338-0568 and discover "The Right Choice" for

your medical practice in beautiful Southern Wisconsin.

Specialties

• Allergy
• Cardiology
• Dermatology
• Emergency
Medicine

• Family Practice
• Internal Medicine

• Neurology
• Obstetrics &
Gynecology

• Ophthalmology
• Orthopedics
• Otolaryngology
• Psychiatry

The Monroe Clinic associates provide the highest con-

tinuum for patient care and you have easy access to peers

or specialists for consultation without the distractions of

office management.

For an early prescription to a lasting, equitable partner-

ship, please call or send your curriculum vitae to Robert

Enterline, Physician Staffing Director, The Monroe Clinic,

1515 Tenth Street, Monroe, Wisconsin 53566.

A!C
"equal opportunity employer.'

The Monroe Clinic

d
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OSMA Notebook

U.S. Supreme Court rules on abortion . . . The U.S. Supreme Court ruled on June 25,

1990 in a 6-3 decision to uphold Ohio’s parental notification law on abortion for minors.

The law requires that one parent be notified before a minor girl obtains an abortion unless

specific exceptions are met. This ruling upholds HB 319, which makes it a criminal offense

for a physician to perform an abortion on an unemancipated, unmarried minor girl without

first notifying one of the minor’s parents of his or her intention to perform an abortion. A
juvenile court can also permit a minor to get an abortion without parental notification under

certain circumstances. The first offense is a misdemeanor and all subsequent offenses are

felonies. Two important facts about the new law are: It is a parental notification, not a

parental consent statute. The parent cannot veto the procedure. Secondly, a physician

must be the one who notifies the parent, not office staff or another individual. For more
information about the ruling, contact the OSMA Department of Legal Services at (614)

486-2401 or (800) 282-2712.

Physician loan program approved . . . Legislation creating a state loan repayment

program for a very limited number of family physicians and internists who would contract

with the state to practice in underserved areas of Ohio passed the Ohio Senate in early

June. Sponsored by Senator Bob Ney of Barnesville, SB 253 now moves to the Ohio

House, where hearings are anticipated in the fall. OSMA supports SB 253 and will lobby

the Ohio House to include obstetrician-gynecologists and pediatricians in the legislation.

AIDS law amended . . . Ohio’s AIDS law was amended to permit physicians to disclose

the results of an HIV test or the identity of the individual tested for the purpose of

receiving reimbursement under Medicaid, Medicare or other public assistance programs.

Several other technical changes were also made to Ohio’s AIDS law. These changes were

attached to an otherwise unrelated bill that had already passed the Ohio House. These

changes will become law 90 days after the Governor approves the bill.

Mandated insurance bills in Senate committee . . . The three bills mandating specific

health insurance coverage have all passed the Ohio House and now reside in the Ohio

Senate Financial Institution and Insurance Committee. HB 138 would require most health

insurance policies to cover the diagnosis and treatment of infertility; HB 554 would require

family health insurance policies to cover well-child care; and HB 642 would require health

policies to cover mammography screening. All three bills have had hearings before the

Senate Insurance Committee, and HB 642 was recently referred to a subcommittee.

In-office hearing test may be barred . . . Physicians would be prohibited from allowing

office staff to perform hearing tests and other duties that border on the practice of

audiology or speech pathology if HB 790 passes in its current form. The bill is now before

a House committee, and the OSMA has expressed its opposition. The OSMA plans to

convene a meeting of the leadership of the affected physician specialties to define OSMA
objections and possible compromises, osma
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Because safety
cannot be taken for granted
in H2-antagonist therapy

Minimalpotential for
drug interactions
Unlike cimetidine and ranitidine, 1

Axiddoes not inhibit the cytochrome
P-450 metabolizing enzyme system.2

Swift and effective
H2-antagonist therapy
Most patients experience
pain relief with the first dose3

Heals duodenal ulcer

rapidly and effectively45

Dosage for adults with active

duodenal ulcer is 300mg once nightly

(150 mg b.i.d. is also available)

References

1 USP D/ Update. September/October 1988. p 120.

2. BrJ Chn Pharmacol 1985;20:710-713.
3 Data on file. Lilly Research Laboratories

4. Scand J Gastroenterol 1987.22/suppl 136) 61-70.
5. Am J Gastroenterol 1989:84:769-774.

AXID h

nizatidine capsules

Brief Summary. Consult the package literature (or complete
information.

Indications and Usage: t . Active duodenal ulcer -for up to eight weeks
of treatment. Most patients heal within four weeks.

2. Maintenance therapy- for healed duodenal ulcer patients at a

reduced dosage ot 150 mg h.s. The consequences of therapy with Axid

for longer than one year are not known.

Contraindication: Known hypersensitivity to the drug. Use with caution

in patients with hypersensitivity to other Hrreceptor antagonists.

Precautions: General- 1 Symptomatic response to nizatidine therapy

does not preclude the presence of gastric malignancy.

2. Dosage should be reduced in patients with moderate to severe

renal insufficiency.

3. In patients with normal renal function and uncomplicated hepatic

dysfunction, the disposition of nizatidine is similar to that in normal

subjects.

Laboratory Tests- False- positive tests for urobilinogen with Multistix*

may occur during therapy.

Drug Interaclions-No interactions have been observed with theophyl-

line. chlordiazepoxide, lorazepam, lidocaine, phenytoin, and warfarin. Axid

does not inhibit the cytochrome P-450 enzyme system; therefore, drug

interactions mediated by inhibition of hepatic metabolism are not expected

to occur. In patients given very high doses (3,900 mg) of aspirin daily,

increased serum salicylate levels were seen when nizatidine, 150 mg
b.i.d.. was administered concurrently

Carcinogenesis, Mutagenesis. Impairment ol Fertility- A two-year oral

carcinogenicity study in rats with doses as high as 500 mg/kg/day
(about 80 times the recommended daily therapeutic dose) showed no

evidence of a carcinogenic effect There was a dose-related increase in

the density of enterochromaffin-like (ECL) cells in the gastric oxyntic

mucosa In a two-year study in mice, there was no evidence of a

carcinogenic effect in male mice, although hyperplastic nodules of the

liver were increased in the high-dose males as compared with placebo.

Female mice given the high dose of Axid (2,000 mg/kg/day, about 330
times the human dose) showed marginally statistically significant

increases in hepatic carcinoma and hepatic nodular hyperplasia with no

numerical increase seen in any of the other dose groups. The rate ol

hepatic carcinoma in the high-dose animals was within the historical

control limits seen for the strain of mice used. The female mice were

given a dose larger than the maximum tolerated dose, as indicated

by excessive (30%) weight decrement as compared with concurrent

controls and evidence of mild liver injury (transaminase elevations). The

occurrence of a marginal finding at high dose only in animals given

Axid* (nizatidine, Lilly)

an excessive and somewhat hepatotoxic dose, with no evidence of a

carcinogenic effect in rats, male mice, and female mice (given up to

360 mg/kg/day. about 60 times the human dose), and a negative

mutagenicity battery are not considered evidence of a carcinogenic

potential for Axid.

Axid was not mutagenic in a battery of tests performed to evaluate its

potential genetic toxicity, including bacterial mutation tests, unscheduled

DNA synthesis, sister chromatid exchange, mouse lymphoma assay,

chromosome aberration tests, and a micronucleus test

In a two-generation, perinatal and postnatal fertility study in rats, doses

of nizatidine up to 650 mg/kg/day produced no adverse effects on the

reproductive performance of parental animals or their progeny.

Pregnancy-Teratogenic Effects -Pregnancy Category C- Oral repro-

duction studies in rats at doses up to 300 times the human dose and in

Dutch Belted rabbits at doses up to 55 times the human dose revealed

no evidence of impaired fertility or teratogenic effect; but, at a dose

equivalent to 300 times the human dose, treated rabbits had abortions,

decreased number of live fetuses, and depressed fetal weights. On intra-

venous administration to pregnant New Zealand White rabbits, nizatidine

at 20 mg/kg produced cardiac enlargement coarctation of the aortic

arch, and cutaneous edema in one fetus, and at 50 mg/kg, it produced

ventricular anomaly, distended abdomen, spina bifida, hydrocephaly,

and enlarged heart in one fetus. There are, however, no adequate and

well-controlled studies in pregnant women. It is also not known whether

nizatidine can cause fetal harm when administered to a pregnant woman
or can affect reproduction capacity. Nizatidine should be used during

pregnancy only if the potential benefit justifies the potential risk to

the fetus.

Nursing Mothers - Studies in lactating women have shown that

0.1% of an oral dose is secreted in human milk in proportion to plasma

concentrations. Because of growth depression in pups reared by treated

lactating rats, a decision should be made whether to discontinue nursing

or the drug, taking into account the importance of the drug to the mother.

Pediatric Use- Safety and effectiveness in children have not been

established.

Use in Elderly Patients- Healing rates in elderly patients were similar

to those in younger age groups as were the rates of adverse events and

laboratory test abnormalities. Age alone may not be an important tactor

in the disposition of nizatidine. Elderly patients may have reduced

renal function.

Adverse Reactions: Clinical trials of varying durations included almost

5,000 patients Among the more common adverse events in domestic

placebo-controlled trials of over 1,900 nizatidine patients and over 1,300

on placebo, sweating (1% vs 0.2%), urticaria (0.5% vs <0.01%), and

somnolence (2.4% vs 1.3%) were significantly more common with

nizatidine. It was not possible to determine whether a variety of less

common events was due to the drug.

Axid* (nizatidine, Lilly)

Hepatic-Hepatocellular injury (elevated liver enzyme tests or alkaline

phosphatase) possibly or probably related to nizatidine occurred in some
patients. In some cases, there was marked elevation (>500 IU/L) in SG0T
or SGPT and, in a single instance, SGFT was >2,000 IU/L. The incidence

of elevated liver enzymes overall and elevations of up to three times

the upper limit of normal, however, did not significantly differ from that

in placebo patients. Hepatitis and jaundice have been reported. All

abnormalities were reversible after discontinuation of Axid.

Cardiovascular- In clinical pharmacology studies, short episodes

of asymptomatic ventricular tachycardia occurred in two individuals

administered Axid and in three untreated subjects.

CNS- Rare cases of reversible mental confusion have been reported.

fndocnne-Clinical pharmacology studies and controlled clinical trials

showed no evidence of antiandrogenic activity due to nizatidine

Impotence and decreased libido were reported with equal frequency by

patients on nizatidine and those on placebo. Gynecomastia has been

reported rarely.

Hematologic- Fatal thrombocytopenia was reported in a patient

treated with nizatidine and another H2-receptor antagonist. This patient

had previously experienced thrombocytopenia while taking other drugs.

Rare cases of thrombocytopenic purpura have been reported

Integumental -Sweating and urticaria were reported significantly

more (requently in nizatidine- than in placebo-treated patients. Rash and

exfoliative dermatitis were also reported.

Hypersensitivity- As with other Hrreceptor antagonists, rare cases of

anaphylaxis following nizatidine administration have been reported.

Because cross-sensitivity among this class has been observed, Hrreceptor

antagonists should not be administered to those with a history of hyper-

sensitivity to these agents. Rare episodes of hypersensitivity reactions

(eg, bronchospasm, laryngeal edema, rash, and eosinophilia) have been

reported.

Dto-Hyperuricemia unassociated with gout or nephrolithiasis was

reported. Eosinophilia, lever, and nausea related to nizatidine have been

reported.

Overdosage: Overdoses of Axid have been reported rarely. If overdosage

occurs, activated charcoal, emesis, or lavage should be considered along

with clinical monitoring and supportive therapy. Renal dialysis for four

to six hours increased plasma clearance by approximately 84%.
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Additional information available lo the profession on request.

Eli Lilly and Company
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Recently, the OHIO Medicine
Advisory Board took a

long, hard look at OHIO
Medicine and decided two things:

1.) That the magazine should try

to incorporate more physician

input; and

2.) That physician input should

not necessarily come through

clinical or scientific avenues.

Currently, readers have avenues

into the magazine as authors of a

Letter to the Editor, a Second
Opinion column, as sources in a

staff-written piece and,

occasionally, as authors of

socioeconomic and clinical articles.

All well and good, but we’d like to

hear from more of you.

So, this month we start a new
column that is designed to elicit

more physician involvement. The
column is entitled “A Matter of

Conscience,” and each month —
or every other month — a

different medical ethics question

will be posed to five OSMA
members. Their responses will

make up the column’s content. In

this age of astonishing technology

and medical advances, it seems a

new ethical question is raised every

day, and we want to know what

Ohio physicians think about these

issues. We hope you’ll agree to

participate when asked.

We will try, over the next six

months, to incorporate more
physician-authored articles into

OHIO Medicine as well — with

the exception of scientific articles.

For a number of reasons,

including a heavy backlog of

clinical articles, the OSMA
Council, acting upon the advice of

OHIO Medicine’s Advisory Board,

has placed a six-month

moratorium (at least) on all

unsolicited clinical material. Only
solicited scientific articles will be

accepted for publication during

this time. We’ll let you know if

and when that policy changes.

In this issue, associate editor

Karen Kirk provides a look at the

new Ohio regulations on infectious

waste disposal, and how those

regulations affect you and your

practice. Our thanks to Carolyn

Towner of Ohio Capitol Policy

Consultants for her help on this

piece.

Remember those hearings on
health insurance that were held

around the state about this time

last year? The state appointed a

task force to consider the

testimony and make
recommendations. How have they

progressed? Assistant editor

Michelle Carlson interviews Owen
Johnson, MD, OSMA’s
representative on the task force, to

find out.

Also this month . . .

• an unusual look at one patient’s

bout with cancer

• an update on the National

Practitioner Data Bank and
• a rather unusual membership

campaign.

If you have suggestions for

future articles for OHIO Medicine

or an idea for an “A Matter of

Conscience” question, please let us

know.

We’d like to hear from you. OSMA
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PRESIDENTIAL PERSPECTIVES

By John A. Devany, MD
President of the OSMA

The Era of Crisis Ethics
“The regimen I adopt shall be for the benefit of my patients —

according to my ability and judgment and not for their hurt or for any

wrong. I will give no deadly drug to any, though it be asked of me — nor

will I counsel such.”

H ow easy it seemed when
we took that oath at

graduation. Ethics were

easy. Avoid abortion, alcoholism,

addiction, assault and
abandonment. Do what is best for

the patient!

Add to this the fact that my
father was an old-fashioned family

doctor who thought the two
greatest sins a doctor could

commit was to be a cheapskate or

a hypocrite, and it is easy to see

how comfortable I felt.

Sure, there were questions about

blood for Jehovah’s Witnesses’

children and the choice between

mother and baby, but these were

not that pressing all the time.

Now, as we continually push the

human lifespan further and as new
scientific knowledge and

technologies allow gene

replacement therapy and as in

utero repairs advance, we face very

profound ethical dilemmas.

Our society seems to be coming
to a consensus that an individual

has rights in the direction of his or

her final moments. So we are

faced with the question, what is

the role of the physician in the

final extremity of life?

“Death with dignity,” “patients’

right to die” — these are phrases

heard frequently as a growing

population of the chronically ill

and aged prompt renewed interest

in the ancient expedient of

euthanasia. We as physicians must

always be careful that the Right to

Die does not become the Duty to

Die. We will always find the best

guide in these matters to be our

Hippocratic Oath

patients.

As we build a consensus with

our patients we hover under the

cloud of informed consent and

question its effect on our patients.

Is it not true that total candor can

actually destroy our effectiveness

as a physician by destroying hope?

How does the whole truth affect

the quality of life and therefore of

dying? As physicians we know that

life on this earth will end —
usually with some pain — but

always with some hope.

Our lives will be easier when we
realize and help our patients to

realize that death is indeed a part

of life.

Our business lives can pose deep

ethical problems for us, too. Many
of us have been entertained, to say

the least, by the heat that some
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Presidential Perspectives

This issue focuses our attention on several

areas of difficulty. It is an excellent start for

dialogue with our patients, and within the

profession . . .

are generating within their own
group by adopting aggressive

marketing strategies. But while we
smile let us look inward and ask

about our own stewardship and
professionalism.

What is the role of the physician

who becomes a consultant for

business or insurance programs or

government health programs and,

yes, even for peer review

programs? Mark Seal has written

that inherent in the hiring of a

medical consultant — and unique

to his or her role as such — should

be the fact that the consultant was

chosen or sought to advise or

provide information with integrity

and with an expertise that effaces the

concerns or gains of the business

and the independent consultant.

Once accepted, they should be the

fidelity that each of us promises

for the good of the patient.

This does not mean a rubber

stamp approval of any procedure.

It does mean that our role must
go beyond the simple

determination of claims evaluation.

It also requires an input into

policy and guideline formation as

they impact care.

This issue of the Journal focuses

our attention on several areas of

difficulty. It is an excellent start

for dialogue with our patients and
within the profession. I encourage

you to read — to think and to

answer. As this era of crisis ethics

continues we experience the great

privilege of being physicians in an

atmosphere that sometimes denies

the dignity of which life is so

worthy. OSMA

OLD STRENGTH!
NewVision

Turner and Shepard combines the stability and

experience of more than 40 years in business with

a youthful, new management group dedicated to

finding cost-efficient solutions to your insurance

needs. Turner and Shepard and your OSMA. .

.

making affordable the benefits you need.

ATURNER & SHEPARD, inc.
17 South High Street, Columbus, Ohio 43215 614 228-6115
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AUXILIARY PAGE

Can lS)u Afford
Not to Join?

By Sue Massie

OSMA Auxiliary President

T he single most important

issue facing medical

organizations today is

membership. The progress and
success of the OSMA and
Auxiliary depends upon the

strength of the county units, and
this is directly proportionate to the

number of members involved.

A major focus this year will be

to maintain our present members,
recruit new members, and work
together toward preserving quality

health care for the citizens of Ohio
and this nation.

Barbara Lach, state membership
chair, initiated the question, “Can
you afford not to join?” Barbara

has worked diligently to develop

new techniques and to market the

ones that have been effective in the

past. She is a dynamic lady who is

devoted to preserving quality

medicine. Physicians and

physicians’ spouses will see new
and exciting changes in our appeal

to physicians’ spouses to join our

ranks. Marketing techniques once

thought to be incongruous with

the medical community have

become an integral part of

hospitals’ and physicians’ visibility.

Auxilians feel strongly that we

Now that our well-

being is being

threatened, we need to

grow in strength to

educate, participate,

and improve the

quality of our

community-based

programs.

are a unique group, as our

organization reflects our well-being

and very way of life. Now that our

well-being is being threatened, we
need to grow in strength to

educate, participate and improve

the quality of our community-
based programs. This is a time

when people must help other

people if we are to survive as a

human race.

There is a large potential

membership base that we have not

tapped. Perhaps those who do not

belong feel there are other

priorities at this stage of their life,

but they must join forces if we are

to preserve the privilege that

physicians must have to practice

medicine with the best interest of

the patient as their primary

purpose.

Auxiliaries sponsor resident

physician and medical student

spouses for membership. If you

know of a resident physician or

medical student whose spouse

would like to become a supporter

of medicine, please contact the

local county medical auxiliary.

They will be happy to find

sponsors for any of these spouses

who would like to say “I support

medicine.”

Widows and widowers should be

an integral part of the effort to

preserve quality health care.

County medical auxiliaries try to

make available interest groups for

special factions of membership.
Give your local auxiliary an

opportunity to make you a part of

their planning, and give them the

benefit of your talents and time.

Male spouse members are a new
and exciting addition to medical

auxiliaries. Once a female-

dominated organization, a limited
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number of male spouses have

joined our ranks. In Ohio we have

had several county presidents who
are male, and Lawrence County
has a male president-elect for the

1990-91 auxiliary year. Licking

County Auxiliary has provided us

with a male district director at the

state level. These outstanding men
who have become a part of our

united efforts have seen that the

female auxilian still enjoys “being

a girl,” but never underestimate

the dedication, organizational

skills and sincerity of purpose that

female auxilians have to make the

practice of medicine what it should

be.

Then we have the young, bright

and talented new physician spouses

that are making tremendous

contributions to our commitment
to preserve quality health care.

They have joined and added a

wonderful new dimension to our

approach. There are many other

young physician spouses who
should be a part of our efforts.

Please join us.

The “sandwich generation” has

long been the tried and true

supporters of the cause and

deserve much praise for all their

untiring efforts to keep the

Auxiliary an organized supporter

for medicine. They would love to

have the additional support of

many, many others who should be

a part of this dedicated

commitment.
Unified membership in the local

county auxiliary, the Ohio State

Medical Association Auxiliary and

the American Medical Association

Auxiliary is our best means of

supporting physicians. If you do
not have an organized county

auxiliary, you can become a

member-at-large by sending your

dues of $32 ($12 state and $20

national) to the Ohio State

Medical Association Auxiliary,

1500 Lake Shore Drive, Columbus,
Ohio 43204. Every physician’s

spouse should be a part.

Please support us, if only with

the financial contribution through

membership dues. We will keep

you informed about what’s

happening in legislation, health

care and community-based
programs all over the state of

Ohio.

In Texas, innovative approaches

to membership are taking place.

They are promoting membership
by preparing promotions for

county medical society

publications. One reads: Texas

Medicine: Strong as an AUX!
In Ohio we’re:

• Announcing a new family

practice — the OSMA and the

OSMA Auxiliary working

together.

• Suggesting filing a joint return

— joining the OSMA and the

OSMA Auxiliary through joint

billing.

• Securing the future of medicine

by joining together the forces of

medicine and the Auxiliary.

Want a guaranteed return on your

investment? Join the OSMA and

be sure your spouse joins the

OSMA Auxiliary. OSMA

SOURCES FOR CLINICAL CLIPS
Cases of gonorrhea, syphilis in Cleveland Cleveland Plain

Dealer, July 10, 1990

Mouth cancer deaths Columbus Dispatch,

July 13, 1990

Rating of doctors, visits, fees USA Today,

July 9, 1990
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JOIN YOUR
TURN

Y

COLLEAGUES
TO PICO

“PICO is oper-

ating profitably— it

has substantial assets

and reserves. If

independent audi-

tors and actuaries

are satisfied with

PICO’s financial

position, so am I.”

“PICO retains

Ohio’s leading

professional liability

defense counsel on

fee-for-service

basis. I know my
claim will get top

priority and expert

legal services.”

0 “Our group
practice needs

choices in coverage

and pricing con-

cepts. PICO offers

more than any other

Ohio insurer.”

“There are

many good aspects

of a claims-made

policy...but we
prefer occurrence

coverage. PICO still

has it, with high

limits and loss-free

discounts.”

PICO/OSMA Medical Professional

Liability Insurance Program

Physicians Insurance Company of Ohio
Bates Drive, P.O. Box 281

Pickerington, Ohio 43147
614-864-7100 • Toll-free in Ohio 800-282-7515



OSMA
Long
I^rm
Cake
to protect you

and your family

against the ever

increasing costs

of long term

care.

Pickerington, Ohio 43147

(614) 864-3900
1-800-742-1275

Fact #1:

Long term care costs

can be devastating

(a year in a nursing

home now costs on

average $22,000 or

more)*

Fact #2:

Medicare pays little,

if any, long term care

costs (Medicare

actually covered less

than 2% of the $35
billion spent on

nursing homes in

1985)**

Fact #3:

Medicaid covers long

term care costs only

after family assets

have been exhausted

and beneficiaries

have little choice

regarding where they

receive care.

OSMA Long Term Care has been developed exclusively for members,

their families and office staff to help those requiring long term care

preserve their assets and allow them to receive quality care in the comfort

of their home. It is very competitive in rates and coverage and easy to

apply .

Features and Benefits:

4 Year Benefit Period ... $120 Daily Benefit . .

.

90 Day Elimination Period

Covers all levels of care

Skilled, Intermediate and Custodial

Benefits available for care in your home, nursing

home or adult day care center

No prior hospitalization required

Covers Alzheimers disease

Coverage is guaranteed renewable for life

Waiver of Premium benefit

Family and nonsmoker discount available

Option to increase benefit at future dates without

evidence of insurability

This new benefit is available through American Physicians Life, the

OSMA’s life and health carrier, committed to maintaining the finest

protection at the best possible price. For more information and to apply

for coverage, contact your OSMA Benefits representative at APL tollfree,

1-800-742-1275.

'Source Consumer Reports May 1988 “Source U S News and World Report February 9, 1987



LETTERS TO THE EDITOR

Hypnosis modality defended
To the Editor:

In the July issue of OHIO
Medicine, an article by Alvin

Rodin, MD and Jack Key, entitled

“Medical Hypnosis,” and the

accompanying illustration give an

extremely negative picture of an

extremely useful modality. The use

of hypnosis in medicine and

surgery was approved by the

British Medical Association in

1953 and by the American Medical

Association in 1958.

The opening sentence,

“Hypnosis is an artificially

induced trance state in which the

subject places his ego structure in

the control of the hypnotist,” is

one of over 80 different definitions

of hypnosis. The most negative

was chosen by the author on
purpose. The confusion is further

encouraged by ending the article

on the Bane of Hypnos, also

called the “Vespers curse,” which

has nothing to do with hypnosis as

a procedure used extensively in

medicine, psychiatry, surgery,

obstetrics and forensic psychiatry.

Between the slanted definition at

the beginning of the article and

ending with the Vespers curse,

there are negative examples of

fiction, like Stoker’s “Dracula” of

1897; Sir Conan Doyle’s “The
Parasite,” 1894; “The Great

Keinplatz Experiment,” 1885; and

du Maurier’s “Trilby Story,” 1894.

It is articles like this that

continue to fuel the fire of

misconceptions that exists among
lay people and professionals about

the extremely useful tool of

medical hypnosis. All hypnosis is

self-hypnosis. The person who
awakens five minutes before the

alarm clock goes off responds to a

post-hypnotic suggestion to awaken

at an appropriate time. The
mother who is concerned about a

baby with a cold can sleep through

a thunderstorm and yet awaken
when her baby whimpers also

responds to a post-hypnotic

suggestion, and certainly neither of

these two examples would fit the

definition with which Rodin and
Key start their article. It is articles

such as this one that continue to

foster misconceptions and prevent

physicians from using this

extremely useful modality with

more of their patients. I would

have expected an article such as

this in a medical journal in the

early 1960s. I’m very disappointed

to see this in our OHIO Medicine

in July of 1990.

Daniel A. Zelling, MD
Instructor, Medical Hypnosis

Northeastern Ohio University

College of Medicine, Rootstown
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malpractice carrier

that knows how to

horn. That’s why
I’m with Medical
Protective.”
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Third, commitment of this kind requires

financial strength and stability. With nearly

a billion dollars in assets and a continuous

A.M. Best A+ (Superior) rating, we don’t

have to make individual case decisions

based on the bottom line. We have the

financial clout to do whatever it takes to

serve our doctors.

If you would like this kind of aggressive

defense in your corner, don’t wait. Call The
Medical Protective Company General Agent
in your area today.

At Medical Protective, fighting for our

doctors is our number one priority. We know
we’re not just insuring your finances. We’re
protecting your professional reputation, an

asset no amount of insurance can replace.

And when we go to battle, our winning
record is unsurpassed. The reasons are

simple.

First, no one knows more about defending

doctors than we do. We invented professional

liability insurance 90 years ago and have

been defending doctors ever since.

Second, since our inception we have

employed only the most experienced and
skilled malpractice lawyers in your area. We
will never waver from this commitment.

ya fa mam lyptowspBisa Cl nfijr pav i r
Americas premier professional liability insurer.

Offices in Cincinnati, David E. Bendel, (513) 751-0657 • Columbus, John E. Hansel,
Timothy D. Harrison, (614) 267-9156 • Perrysburg, Robert E. Stallter, (419) 874-8080 • Hudson, Edward J. Kupcho,

Daniel P. W'oods, (216) 656-0660



SECOND OPINION

The opinions expressed in this column are those of the

author and do not necessarily reflect the opinion or

views of OHIO Medicine or the Ohio State Medical

Association.

The Difference Between
Ethical and Unethical

‘‘Marketeering’ ’

Another Big Fish/Little Fish Scenario?

With the coming of football season there is a Brownian movement of

strategies for patient solicitation in peripheral satellite communities of the

“big city” — particularly the sports medicine centers . . .

By Henry D. Rocco, MD

T he satellite small town,

much like what happens
within the big city itself, has

solicitations from the giants of the

health-care industry. Of necessity,

the helicopters from the trauma
centers emigrate both tertiary- and
occasionally secondary- care

problem patients directly to the big

city. The small-town Yellow Pages

carry the advertisements and
phone numbers of the big-city

facilities as well as individual

physicians. The big-city institutions

sponsor “educational” programs

not only for professionals, but also

solicit coaches, athletic directors

and athletes from the small

satellite towns, perhaps, on
occasion, the primary incentive for

which may be marketing rather

than service. The large institution

budgets for expensive TV spots are

also vivid examples.

For the above-mentioned

activities, the pros and cons

somewhat balance themselves out

to the small town from the needed

support services and loss of

patient base to the big city.

However, there does exist some
activity that should be considered

to lack any merit of courtesy, let

alone ethical appropriateness. The
distinction may be made more
nebulous in the ’90s because of

the competitive marketing

incentives that confuse and place a

dark cloak over interpersonal

physician courtesy and ethics.

Callousness supervenes when the

big-city “solicitor of services”

actually knocks on the small-town

doors of the athletic directors,

athletic trainers and coaches on an

individual basis to compete with

the existing physicians. Local

newspaper advertisements in the

personal notes section for patient

solicitation is equivocally of the

similar calloused vein. Repeat

telephone calls to athletic directors

to provide physicals for the small-

town school, as an indirect

kOctober 1990 695



Second Opinion

solicitation for potential future

surgical patients to the big-city

sports medicine center, is of even

higher calloused marketing. Where
is the line drawn for what is and
what is not ethical behavior

between physicians, facilities and
the like?' There is some unfairness

in this attitude, because the big-

town specialist may be considered

as having the greater expertise, just

because of the big-city atmosphere,

and we all know this is not

necessarily the case.

The business and marketing

perspective of medicine is being

well learned. The cost-constraint

efforts by many societal forces

such as industry, government and
HMOs have all affected our

responses to maintain a market

We should strive to

remove the wedges of

division among our

peers and enhance our

professionalism, not to

succumb to the

marketeerism of “fast

food” extinction.

share for our services, and we are

being driven to those unpleasant

extremes. Perhaps there should be

a resurgence of ethics teaching in

medicine, to match and balance

out the other in order that we all

do not become engulfed in the

competitive hostilities of the

seductive marketeer.

We should strive to remove the

wedges of division among our

peers and enhance our

professionalism, not to succumb to

the marketeerism of “fast food”

extinction. We have too many
external forces that require our

unified effort to overcome in order

to survive as an influential

profession for the maintenance of

credible and scientifically based

health practices in our

communities. OSMA

Henry D. Rocco, MD practices

orthopedics in Newark.

IGL all
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Flexibility is our specialty!

Visit our downtown Columbus Showroom

228-4300

174 E. Long Street at N. 4th

CALL US TOLL FREE 1 (800) 282-0256
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IN THE NEWS

Consciousness raised

Calling an individual’s

nutritional status an “important

vital sign, just as blood pressure or

pulse,” a coalition of leaders in

medicine, health care and aging

has launched a five-year effort to

promote routine nutrition

screenings and better nutritional

care in America’s health-care

system.

The Nutrition Screening

Initiative is led by the American
Academy of Family Physicians

(AAFP), the American Dietetic

Association (ADA) and the

National Council on Aging

(NCOA), with an advisory

committee of more than 35 key

health and aging

professionals and medical

organizations.

“Nutrition is one of the

important vital signs, just as blood

pressure or pulse,” says Gerald

Keller, MD, chair of the

Commission on Public Health and
Scientific Affairs of the AAFP.
“The fact is, however, America has

not effectively incorporated routine

nutrition screening and care into

the nation’s system of health-care

delivery.”

Paul Kerschner, senior vice

president of the NCOA, explained

that the initiative’s initial focus

will be on the elderly, because

on elderly nutrition

seniors tend to be at

disproportionate risk of poor

nutrition that can adversely affect

their health and vitality.

“A great many of America’s

elderly are at nutritional risk for a

variety of simple reasons,”

Kerschner said. “Many live alone

and tend not to cook; many
experience reduced appetite and

sense of taste; use of medications

can have an impact; and factors

such as decreased mobility and
income also contribute to

nutritional risk.”

A nutrition screen can range

from a simple review of factors

including weight, height, skin tone,

diet, living conditions and
behavior to blood tests and other

more sophisticated assessment

techniques. Not only is nutrition

screening a relatively inexpensive

practice, many elements of a

screen already are frequently

incorporated in health practices.

But there is neither consistency nor

generally accepted and understood

protocols for nutrition screening in

America’s health system.

The initiative will employ a

multi-faceted strategy, including:

• professional development and
education for health-care

professionals, administrators,

policymakers and others;

• mass communications to

educate the elderly and those who
care for them;

• public policy activities in

support of expanded research on,

and reimbursement for, improved

nutrition services.

Symposiums on nutrition care

for the elderly are being considered

for next year.

How do patients

choose doctors?

If you think patients choose

their doctors on the basis of their

fees, think again. According to a

Gallup poll of 1,500 American
adults, the advice of friends and
family — not costs— was cited the

most often (19%) as a reason for

selecting a physician. In fact, only

1% of those surveyed cited fees as

a contributing factor.

Referrals by professionals

accounted for 17%, followed by

specific medical reasons at 13%

and convenience at 9%.
Arthur Levin, director of the

Center for Medical Consumers, a

non-profit medical information

service, said that more people

would probably make their

decisions based on fees, if only the

information was available.

However, he says, “There’s no
way to compare unless you go

around to 10 doctors and make
appointments” to ask the prices of

and compare particular services.
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In the News

Colleagues
ALLEN JACKSON, MD, Bryan, has

received the Distinguished Service

Award in Community Health Promo-
tion from the Ohio Department of

Health . . . MICHAEL S. EISEN-
STAT, MD, Mayfield Heights, has

been named director of the division

of surgery at Meridia Hillcrest Hospi-

tal ... MOON H. KIM, MD,
Columbus, has been appointed to the

Richard L. Meiling Chair of Obstet-

rics and Gynecology at The Ohio
State University . . . PATRICK
McNAMARA, MD, Maumee, has

been appointed medical director of

the Flower Memorial Hospital

Chemical Dependency Center . . .

DAVID L. GORMSEN, DO, Canton,

has been named medical director of

Timken Mercy’s Emergency/Trauma
Center . . . STEPHEN ULRICH,
MD, New Lexington, and HALL
CANTER, MD, Zanesville, have been

appointed co-medical directors of

Somerset Quality Care . . . HENRY
SHORR, MD, Youngstown, has been

Claire V Wolfe, MD
re-elected president of the medical

staff at St. Elizabeth Hospital Medi-

cal Center . . . LESTER PERSKY,
MD, Cleveland, professor emeritus at

CWRU School of Medicine, has been

honored with an endowed professor-

ship in his name, the Lester Persky,

MD, Professorship in Urology.

MARTIN RESNICK, MD, Cleve-

land, will be the first to hold the posi-

tion . . . THOMAS W. MORGAN,
MD, Gallipolis, has been appointed

the medical director at Physicians

Insurance Company of Ohio . . .

JOHN F. USLICK, DO, Massillon,

has been installed as the president of

the Ohio Osteopathic Association at

its 92nd annual convention held

recently in Dayton . . . BRUCE D.

JANIAK, MD, Perrysburg, has been

elected president of the American
Board of Emergency Medicine . . .

CLAIRE V. WOLFE, MD, and
VICTORIA N. RUFF, MD, both of

Columbus, have been reappointed

chair and vice-chair, respectively, to

the AMA Medicine Advisory Panel

. . . PEGGY-JEANNE ST. CLAIR,
MD, Cleveland, has been named
“Outstanding Woman Physician” by

the Women’s Medical Society of

Cleveland.

Americans prefer ophthalmologists

Americans prefer the services of

a thoroughly trained medical

doctor and a comprehensive eye

exam, even at double the cost or

though farther from home,
according to an 11-state survey of

registered voters conducted by five

independent polling firms for the

American Academy of

Ophthalmology.

In all 11 states, those surveyed

said the most important

consideration in choosing an eye

care provider was training. More
than 45% said a doctor who can

prescribe drugs and do surgery was

the key factor in their selection,

more than double the next

important factor of a provider’s

distance from home. In some
states, qualifications were more
important than all the other

factors combined, including

distance from home, cost and

waiting time for an appointment.

When asked about the type of

eye exam desired, by a margin

of more than five to one,

respondents said they wanted a

complete exam and check-up.

Among this group, more than

half preferred the more complete

exam, even if a shorter, simpler

exam were half the cost.

Nearly two-thirds of those

questioned know the difference

between ophthalmologists and

optometrists, whereas a decade

ago a Gallup poll revealed that

only about half of all Americans

knew the difference between the

two eye care providers.

About 70% of those surveyed

wear corrective lenses, which

means a large number of the

survey sample have had personal

experience with either an

ophthalmologist or an optometrist.

)SNA
TVFI
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AIDS patients

“Living With Hope”
One year after it was

established, a Summit County
organization has raised nearly

$5,000, and in the process has

helped area residents suffering

from AIDS lead better lives.

The program, called Living With
Hope, was started as a project of

the Summit County Drug Board.

It gives money to AIDS patients

and their families for expenses

such as medical bills, rent and
miscellaneous items.

“The family of an AIDS patient

has problems coming at them from

left and right,” says Elinor Israel,

founder and director of the non-

profit organization. “If we can

take some of the financial stress

off, I think that will help.”

Rick Lange, executive director of

the Multi-County AIDS Network,

says that patients are generally

referred to Living With Hope as

an alternative to government

agencies, which are notorious for

their red tape and slow processing.

“They access money to the

patient quick, as opposed to some
other agencies,” Lange says. “They
compensate where the government

leaves off.”

Indeed, for many patients

suffering from an AIDS-related

illness, government help is hard to

come by.

“The government does not cover

someone for ARC (AIDS-related

complex), only if they have full-

blown AIDS, and that depends

highly on the doctor’s diagnosis,”

says Rudy Bernal, who has

received about $200 from the fund.

The Living With Hope fund,

says Israel, is meant to help those

who fall between the cracks.

“We’d rather err on the side of the

patient than short a patient on
money that he needs,” she says.

Clinical clips

4,655

Number of gonorrhea cases reported in first five

months of this year in Cleveland

213

Number of reported cases of syphilis in Cuyahoga
County for the first six months of year

40%
Number of syphilis cases reported during first three

months involving users of crack cocaine

10,000

Number of people who die yearly in U.S. from mouth
cancer

85%
Number of adults who are very or somewhat satisfied

with recent visit to their doctors

69%
Number of adults who are satisfied with the amount of

time they had to wait to see the doctor

60%
Number of adults who say doctors don’t involve

patients enough in deciding treatment

51%
Number of adults who say doctors don’t care as much

about patients as they used to

25%
Number who say doctors’ fees are usually reasonable

60%
Number who say doctors are usually up to date

on the latest medical advances

Sources for Clinical Clips on page 690
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In the News

Drug touted in treatment of hypertension

The first study aimed at

identifying the best medication for

blacks with hypertension has

found that a calcium channel

blocker, verapamil SR, was

significantly more effective at

lowering blood pressure than the

other two most commonly
prescribed medications. Results of

the study, conducted at the

University of Maryland Medical

Center in Baltimore and at 14

other centers, are published in a

recent issue of the Archives of
Internal Medicine.

The double-blind, randomized

study looked at 394 black men and
women with mild to moderate

hypertension. The study compared

three major classes of blood

pressure medications. In addition

to the calcium channel blocker,

verapamil SR (known under the

trade name Calan SR), drugs

studied were the beta blocker

atenolol (known as Tenormin) and
an angiotensin-converting enzyme
inhibitor, captopril (known as

Capoten).

The researchers found that,

overall, 73% of the patients

responded positively to verapamil

SR, compared to a 59.6% response

rate for atenolol and 57.1% for

captopril. There were few

significant differences in side

effects, such as headaches,

dizziness and fatigue, among the

three drugs. The study also found

that the three drugs had similar

effects on the quality of life of the

patients.

In a group of patients who
needed higher doses of the drugs,

83.3% of the patients who received

verapamil SR responded to the

treatment, compared to 58.9% of

the patients taking atenolol and
61.7% of those on captopril.

“Our goal is to match each

patient with the best drug to

control the individual’s high blood

pressure. By doing that, we can

reduce the chances for serious

complications and organ failure

resulting from hypertension,’’ says

the study’s principal investigator.

“Tele-Rehab” links cardiac patients

Cardiac patients at St. Vincent

Charity Hospital and Health

Center in Cleveland can now stay

home while undergoing

rehabilitation, thanks to a program
known as Tele-Rehab.

The home-based monitoring

system, which is being used on

carefully screened, low-risk cardiac

patients, directly links a patient

with the hospital while he or she

exercises anywhere from 15 minutes

to an hour each session. Tele-

Rehab transmits both voices and

electrocardiographic data so that

nurses at the hospital can monitor

the patients.

“It enables one nurse to

monitor five patients at a time,”

says John E. Trybuski, director of

the Business Development Group
at Scott Fetzer, which invented the

device. “As they exercise,

cardiovascular readings of all five

patients appear concurrently on

the nurse’s personal computer

screen. The nurse can then tell a

patient to slow down or speed up

to achieve a specific heart rate.”

The convenience of the program

is expected to increase patient

compliance. Currently, only about

1 5%-20% of all cardiac patients

enter and continue a supervised

exercise program.

“We’re seeing improved patient

compliance,” says James Sechler,

MD, a St. Vincent cardiologist,

“because the system offers greater

flexibility in time and location

than more traditional cardiac

rehabilitation programs. This, as

well as the camaraderie among
patients, is a definite benefit.”
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The literate

physician

Hiram College and the

Northeastern Ohio Universities

College of Medicine (NEOUCOM)
have recently linked resources and

created the Center for Literature,

Medicine and the Health Care

Profession, dedicated to improving

physicians’ relationships with their

patients through the study of

literature.

NEOUCOM students, enrolled

in the Hiram courses, are asked to

read plays, novels and poetry in

order to have a broader insight

into the dimensions of their

patients’ lives.

Carol Donley, a Hiram English

professor and co-director of the

center along with Martin Kohn,
director of the human values in

medicine program at NEOUCOM,
said recently:

“While the medical humanities

movement is growing, students and
faculty say that case studies are

not enough. Literature can offer a

richer texture that deals more with

the particular than the abstract.”

Such plays as Tennessee

Williams’ “Cat on a Hot Tin

Roof,” where the main character’s

terminal illness has a profound

affect on the family, and other

dramatic works, such as “On
Golden Pond,” which illustrates

the problems of aging, will enable

students to explore many of the

human aspects that drive patients

to doctors’ offices.

“These classes,” added co-

director Kohn, “offer not just an

understanding of others, but of

one’s self. The students need time

to reflect on who they are and

what they’re doing.”

OnlyThe few
WillOwn an Audemars.

THE CEO COLLECTION: DAY/DATE/MOON PHASE.

Understated, yet distinctive enough for any J*
board room. The Audemars Piguet /lllfl ATTI DidllOt
day, date with phases of the moon. ylU.U.uJlL(lllo TIqIIvI
Automatic and water resistant in 18 K gold.
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UPDATE

Is Big Brother Here?

The National Practitioner

Data Bank
By Douglas Graff, JD

T he National Practitioner

Data Bank is a federal

repository to collect and
disseminate information

concerning adverse actions

affecting physicians and dentists.

The data bank was authorized by
the Health Care Quality

Improvement Act of 1986

(HCQIA). It began operation on
September 1, 1990. Under the

HCQIA and the final data bank
regulations, health-care entities and
hospital medical staffs will be

required to report to the State

Medical Board of Ohio any

“professional review action’’

adversely affecting the clinical

privileges of a physician (including

dentists) for a period longer than

30 days, as well as the

relinquishment of clinical privileges

by a physician in circumstances in

which the physician is under

investigation relating to

professional competence or

conduct, or in return for not

conducting such an investigation.

Insurers must report payments on
settlements or judgments of

medical malpractice claims. State

medical and dental licensing

boards must report disciplinary

actions taken.

In addition, hospitals and
medical staffs are required to

request information from the data

bank at the time a physician

applies to be on the medical staff

or for clinical privileges at the

hospital, and at least once every

two years concerning any physician

or other practitioner who is on the

medical staff, or has been granted

clinical privileges at the hospital.

A hospital or medical staff may
request information at other times.

While physicians and dentists

are the only practitioner groups

about whom the data bank will

initially collect information, the

mandate of the data bank is to

eventually collect information on
all licensed health-care

practitioners. Information on
adverse actions against these

practitioners may be reported to the

data bank, but it is not required.

BACKGROUND OF THE HCQIA
The National Practitioner Data

Bank was enacted as part of Title

IV of Public Law 99-660, the



Update

The congressional

intent for

enacting the

HCQIA was “to

improve the

quality of medical
care by
encouraging
physicians,

dentists and other

health-care

practitioners to

identify and
discipline those

who engage in

unprofessional

behavior . .

Health Care Quality Improvement
Act of 1986. (42 U.S.C. Sec. 11111,

et. seq), as amended by Pub. L.

100-177. Section 5 of Pub. L.

100-93, the Medicare and Medicaid

Patient and Program Protection

Act of 1987, expanded the scope

of the data bank’s operation to

include other health-care

practitioners to a more limited

degree. The HCQIA was the

congressional response to the U.S.

Supreme Court’s decision in

Patrick v. Burget, and as part of a

package to provide limited federal

antitrust immunity for physicians

preforming “good faith” peer

review.

The congressional intent for

enacting the HCQIA was “to

improve the quality of medical

care by encouraging physicians,

dentists, and other health-care

practitioners to identify and

discipline those who engage in

unprofessional behavior; and to

restrict the ability of incompetent

physicians, dentists, and other

health-care practitioners to move
from state to state without

disclosure or discovery of the

practitioner’s previous damaging or

incompetent performance” (NPDB
Guidebook). Congress provided

that “professional review bodies”

of hospitals and other health-care

entities would be offered immunity
from private damages and civil

suits under federal or state law

when their review activities are

conducted with the reasonable

belief that it is furthering the

quality of health care and it is

conducted with proper regard for

the due process rights of the

practitioner under review. In

return, physicians and other

health-care practitioners later will

be required to have adverse

information on their clinical

performance and professional

conduct, including payments on
medical malpractice actions and

adverse licensure actions, reported

to a data bank.

The data bank is intended to be

a “flagging” or “alert” system.

Reports of payments or adverse

actions should not, in themselves,

determine whether or not to grant

or deny clinical privileges or

medical staff membership to any

practitioner. The data bank
information should be used in

directing closer inquiry into and
scrutiny of specific areas of a

practitioner’s license, professional

society memberships, malpractice

payment history and record of

clinical privileges, as part of any

credentials verification and review

process.

A five-year, $15.9-million-dollar

contract to establish and operate

the data bank was awarded

effective January 1, 1989 to Unisys

Corporation. A computer center

was established in Camarillo,

California by Unisys. The data

bank became operational on
September 1, 1990. The data bank
opened under the Title IV

requirements, collecting

information on only physicians

(defined as medical doctors and
doctors of osteopathy), dentists

(defined as doctors of dental

surgery, doctor of dental medicine

or the equivalent), and any

individual who holds him or

herself out to be a licensed

physician or dentist.

Implementation of the Section 5

provisions will follow at a later

date. Section 5 includes the

expansion to all licensed and

certified health-care practitioners

and may include acupuncturists,

chiropractors, dietitians, medical

assistants, midwives, naturopaths,

nurses, occupational and physical

therapists, physician’s assistants,

therapists and speech pathologists

among others.

The September 1, 1990 opening

of the data bank was published in
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the Federal Register on August 1,

1990. No retrospective reporting

will be required, with the exception

of payments on medical

malpractice settlements and

judgments that are made after the

date the data bank opens, even if

the settlement or judgment was

completed prior to September 1,

1990. The fees for hospitals,

health-care entities or other

authorized groups requesting

information from the data bank
were established and published in

the Federal Register on July 24,

1990, at $2 per name. The Final

Regulations (45 CFR Part 60) of

the National Practitioner Data

Bank were published in the Federal

Register on October 17, 1989.

WHO MUST REPORT AND
WHAT MUST BE REPORTED
TO THE DATA BANK
Malpractice payments: Any
insurance company, self-insured

hospital, individual or entity that

makes a payment on behalf of any

physician (or dentist) as the result

of a written claim or judgment for

medical malpractice, must report

that payment to the data bank and
to the Ohio state medical or dental

board within 30 days.

Medical malpractice payments
required to be reported are limited

to exchanges of money. Such
payments must be the result of a

written claim demanding monetary
payment for damages based on the

provision of or failure to provide

health-care services. A written

claim includes the filing of an

action in court or other

adjudicative body.

The amount of the payment
reported included only the amount
paid for the benefit of the

practitioner. Loss adjustment

expenses, including attorney fees,

expert witness fees, court costs,

disposition, transcripts or other

litigation expenses, are not

reportable. A waiver of a debt is

not considered a payment and

should not be reported to the data

bank. However, refunds of

previously collected amounts may
be reported.

A payment made as a result of a

suit or claim against an entity

(hospital, clinic, group practice,

professional corporation) is not

reportable. However, where a

payment is made on behalf of a

practitioner through his or her

professional corporation, renders

that payment, especially sole

practitioners and professional

corporations, would be inconsistent

with the intent and purpose of the

HCQIA, and would be reportable.

Licensure actions: The Ohio state

medical and dental boards must

report any disciplinary actions

taken against the license of a

physician or dentist to the data

bank.

Clinical privilege actions: Hospitals

and other health-care entities, such

as HMOs, IPAs and other group

practices who take formal

credentialing procedures must

report certain adverse

“professional review actions”

taken against a physician’s clinical

privileges. In order to be

reportable, the actions must be:

1) A professional review action

that adversely affects the

practitioner’s clinical privileges for

a period of more than 30 days or

2) Acceptance of the surrender

or restriction of clinical privileges

or medical staff membership while

the physician is under investigation

or in return for not conducting an

investigation by the health-care

entity relating to possible

professional incompetence or

improper professional conduct.

“Professional review action”

means an action based on
professional competence or

professional conduct that adversely

affects, terminates or involuntarily

suspends the clinical privileges or

medical staff membership of a

physician, and affects or could

adversely affect the health and

welfare of a patient, including the

failure to grant or renew any

requested clinical privileges or

medical staff membership for

reasons of professional competence

or conduct. The term

“professional review action”

specifically excludes a physician’s

voluntary decision to associate or

not to associate with a professional

society; fee review matters or other

competitive acts to solicit or retain

business; participation in prepaid

group health plans; salaried

employment or other delivery of

health-care services; association

with particular classes of health-

care practitioners or professionals;

or any other matter not directly

related to the competence or

professional conduct of the

physician, dentist or other health-

care practitioner.

Professional society membership

actions: National, state and local

professional societies who take

“professional review actions”

against the membership of a

physician or dentist must report

when they reached that action

through a formal peer review

process and when the action was

based on professional competence

or professional conduct.

WHO MAY REPORT AND
WHAT MAY BE REPORTED TO
THE DATA BANK

Hospitals and other health-care

entities may report adverse

professional review actions taken

against the other licensed health-

care practitioners. Professional

societies of health disciplines other

than medicine and dentistry may
report actions taken against the

membership of practitioners when
they reached that action through a

formal peer review process based

October 1990 705



Update

All hospitals must
query the data

bank when they

are considering

an applicant for a

medical staff

appointment or

for clinical

privileges; and at

least every two
years regarding

practitioners on
their medical
staffs.

on the practitioner’s competence
or conduct.

WHO MUST QUERY THE DATA
BANK

All hospitals must query the

data bank when they are

considering an applicant for a

medical staff appointment or for

clinical privileges; and at least

every two years regarding

practitioners on their medical

staffs or who have been granted

clinical privileges. Hospitals may
query the data bank at other

times, as they deem necessary.

WHO MAY QUERY THE DATA
BANK

State licensing boards may query

the data bank regarding a

physician, dentist or other health-

care practitioner at any time.

Health-care entities, in addition to

hospitals, may query the data

bank when they are entering

employment or affiliation

arrangements with practitioners.

An attorney who has filed a

medical malpractice action or

claim against a hospital may query

the data bank for information

regarding a specific practitioner

who is also named in the action, if

the attorney submits evidence that

the hospital failed to request

information from the data bank as

required by law. The attorney may
use the information solely with

respect to the medical malpractice

action against the hospital and

named individual. Individual

physicians, dentists and other

health-care practitioners may query

the data bank concerning

themselves at any time.

DATA BANK OPERATION
Reports generally will be

submitted on one page, multi-part,

Adverse Action Reports or Medical

Malpractice Payment Report

forms. Each document will contain

four sections: Section A,

identifying the reporting entity;

Section B, identifying the

practitioner; Section C, a

numerical code and description of

the adverse action or malpractice

payment; and Section D,

certification by the entity and
individual submitting the report.

On the Medical Malpractice

Payment Report form, an

additional Section E is included

for the notarized signature of a

self-insured practitioner. An
improperly completed, incomplete

form or unsigned form will not be

accepted by the data bank. The
submission of an incomplete form

is not considered to be a report

made to the data bank, and does

not satisfy the reporting

requirements.

Each data field is limited to a

specific number of characters,

including punctuation and spaces.

The data bank will not edit any

submitted information. The
narrative description of act on

omissions on which a malpractice

claim or other adverse action is

based has been expanded to 600

characters, from 300 characters

which was announced earlier.

Hospitals, other health-care

entities and professional societies

must submit Adverse Action

Report forms to the Ohio State

Medical Board or the Ohio State

Dental Board within 15 days of the

action being taken. Boards will

submit all reports directly to the

data bank within 15 days of

receipt from the reporting entity.

All time periods will be based on

the date the report is logged into

the receiving entity. A minimum of

three days for mailing should be

allowed.

Medical malpractice insurers

submit medical malpractice

payment report forms directly to

the data bank with a copy to the

appropriate state licensing board.
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DISPUTING ACCURACY OF
DATA BANK INFORMATION BY
PRACTITIONERS
The most important aspect of

the data bank reporting system for

physicians is the receipt of the

Practitioner Notification

Document. Each time a report is

received from any reporting entity

(hospital, health-care entity,

insurer, licensure board or

professional society) the physician

will receive a Practitioner

Notification Document, which

includes the information submitted

on the adverse action or medical

malpractice payment. The
physician should closely review the

information, especially the numeric

coding of the payment or adverse

act, and the 600-word narrative

description.

Reporting entities are responsible

for the accuracy of the

information reported to the data

bank. When a practitioner believes

the information in a report is

inaccurate, he or she must attempt

to resolve the disagreement directly

with the entity who reported the

information, and notify the data

bank and the reporting entity

within 60 days, in writing. Oral

notification or discussions with the

reporting entity will not extend the

60-day time frame within which
disputes must be filed with the

data bank. Corrections must be

submitted by the reporting entity.

Changes cannot be submitted by
the practitioner unless he or she

submitted the original report.

Within 60 days of the process

date shown on the Practitioner

Notification Document, the

practitioner must comply with the

following to inform the Secretary

of HHS of his or her disagreement

with a report, and simultaneously

request that the report be entered

into the “disputed” status:

1)

Sign the Practitioner

Notification Document in the

appropriate place.

2) Stipulate in writing on the

Practitioner Notification

Document the basis of the dispute.

3) Return the document to the

National Practitioner Data Bank.

4) Inform the reporting entity, in

writing, of his or her disagreement

with the report and the basis for

it.

5) Attempt to enter into

discussion with the reporting entity

to resolve the dispute.

All reporting entities are

encouraged to set up an expedited

dispute resolution mechanism for

physicians who dispute the

information reported. This system

should review both factual errors

in physician and action

identification, as well as review the

coding and narrative description of

the underlying event. This is most
critical when the physician and

reporting entity have not included

the coding and narration of events

in the final action report or agreed

to the coding and narration in the

settlement agreement.

All reporting entities should

require that the actual coding and
600-character description, which
will be reported to the National

Practitioner Data Bank in the

Adverse Action Report, be

included in all final action

recommendations in all adverse

professional review actions. A
proposed coding and narrative

description should be

recommended by the medical staff

to the hospital governing body in

all hospital professional review

actions.

If discussions with the reporting

entity fail to solve the

disagreements, the practitioner may
request the Secretary of Health

and Human Services to review the

accuracy of the disputed report.

When a correction or addition to a

report is accepted by the data

bank, only the most current,

corrected version of the report will

be disclosed in response to a

subsequent request for

information. When a report has

been voided, neither the

information contained in the

report, nor the fact that it was

voided, will be disclosed in

response to subsequent requests.

SANCTIONS
Sanctions for Failing to Report

Any insurance company, self-

insured practitioner, other person

or entity that fails to report a

medical malpractice payment made
for the benefit of a practitioner,

may be subject to a civil money
penalty of up to $10,000 for each

such unreported payment.

A hospital that fails to report an

adverse professional review action

against a physician’s clinical

privileges or lasting more than 30

days, can lose its professional

review action immunity protection

for a three-year period.

State medical and dental boards

that fail to comply with data bank
reporting requirements can have

that responsibility removed from
them by the Secretary of HHS. In

such cases, the Secretary of HHS
is required to designate another

qualified entity to report data

bank information.

Sanctions for Failing to Query

Any hospital that does not

request information on a

practitioner 1) at the time the

practitioner applies for a position

on the medical staff or for clinical

privileges at the facility, and

2) every two years concerning any

practitioner who is on its medical

staff or has clinical privileges at

the hospital will be presumed to

have knowledge of any

information reported to the data

bank concerning the practitioner.

Failure of a hospital to request

continued on page 743
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Loss Awareness

the phone call; any advice or

instructions given to the patient by

phone; if there is any change
reported in the patient’s condition;

or if there have been changes in

the medication or treatment. This

applies to conversations or

telephone consultations at any

time, day or night.

Claims of “failure to diagnose”

do not always involve patients

whom the physician has treated

over a period of years. There are,

unfortunately, documented cases of

physicians being sued by patients

who have been seen only once.

The possibility of damage to the

patient from “failure to diagnose”

could be, in some instances,

limited — but it could also be life-

threatening. Documentation of

treatment can help in lessening the

physician’s risk, and be of

considerable assistance in the

physician’s defense should a

malpractice claim go to trial. OSMA

The Loss Awareness Bulletin is

provided each month through the

OSMA Task Force on Professional

Liability and its subcommittee on
Loss Awareness.

Medical Eponyms

for the Rehabilitation Institute of

Chicago .

23
It symbolized hope for

him. Job, however, expressed little

hope in the cure of his ailments by

physicians. “But ye are plasterers

of lies, Ye are all physicians of no
value. Oh that ye would altogether

hold your peace! And it would be

your wisdom .” 24

References furnished upon request.

Specify Adjunctive
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Each capsule contains 5 mg chlordiazepoxide HCland 2.5 mg clidinium
bromide.

Please consult complete prescribing information, a summary ofwhich follows:

* Indications: Based on a review of this drug by the National Academy of

Sciences—National Research Council and/or other information, FDA has
classified the indications as follows:

“Possibly" effective: as adjunctive therapy in the treatment of peptic ulcer

and in the treatment of the irritable bowel syndrome (irritable colon, spastic

colon, mucous colitis) and acute enterocolitis.

Final classification of the less-than-effective indications requires further

investigation.

Contraindications: Glaucoma; prostatic hypertrophy, benign bladder neck
obstruction; hypersensitivity to chlordiazepoxide HC1 and/or clidinium Br.

Warnings: Caution patients about possible combined effects with alcohol and
other CNS depressants, and against hazardous occupations requiring complete

mental alertness (e g ,
operating machinery, driving).

Usage in Pregnancy: Use of minor tranquilizers during first trimester

should almost always be avoided because of increased risk of congeni-
tal malformations as suggested in several studies. Consider possibility

ofpregnancy when instituting therapy. Advise patients to discuss

therapy if they intend to or do become pregnant.

As with all anticholinergics, inhibition of lactation may occur.

Withdrawal symptoms of the barbiturate type have occurred after discontinuation

ofbenzodiazepines (see Drug Abuse and Dependence).
Precautions: In elderly and debilitated, limit dosage to smallest effective amount
to preclude ataxia, oversedation, confusion (no more than 2 capsules/day initially;

increase gradually as needed and tolerated) . Though generally not recommended,
ifcombination therapy with other psychotropics seems indicated, carefully con-

sider pharmacology of agents, particularly potentiating drugs such as MAO inhib-

itors, phenothiazines. Observe usual precautions in presence of impaired renal or

hepatic function. Paradoxical reactions reported in psychiatric patients. Employ
usual precautions in treating anxiety states with evidence of impending depres-

sion; suicidal tendencies may be present and protective measures necessary.

Variable effects on blood coagulation reported very rarely in patients receiving the

drug and oral anticoagulants; causal relationship not established. Inform patients

to consult physician before increasing dose or abruptly discontinuing this drug.

Adverse Reactions: No side effects or manifestations not seen with either com-
pound alone reported with Librax. When chlordiazepoxide HC1 is used alone,

drowsiness, ataxia, confusion may occur, especially in elderly and debilitated;

avoidable in most cases by proper dosage adjustment, but also occasionally

observed at lower dosage ranges. Syncope reported in a few instances. Also

encountered: isolated instances of skin eruptions, edema, minor menstrual irreg-

ularities, nausea and constipation, extrapyramidal symptoms, increased and
decreased libido—all infrequent, generally controlled with dosage reduction;

changes in EEG patterns may appear during and after treatment; blood dyscrasias

(including agranulocytosis), jaundice, hepatic dysfunction reported occasionally

with chlordiazepoxide HCl, making periodic blood counts and liver function tests

advisable during protracted therapy. Adverse effects reported with Librax typical

of anticholinergic agents, i e
,
dryness ofmouth, blurring of vision, urinary hesi-

tancy, constipation. Constipation has occurred most often when Librax therapy is

combined with other spasmolytics and/or low residue diets.

Drug Abuse and Dependence: Withdrawal symptoms similar to those noted with

barbiturates and alcohol have occurred following abrupt discontinuance of chlor-

diazepoxide; more severe seen after excessive doses over extended periods; milder

after taking continuously at therapeutic levels for several months. After extended

therapy, avoid abrupt discontinuation and taper dosage. Carefully supervise

addiction-prone individuals because of predisposition to habituation and
dependence.

PI 0288

Roche Products Roche Products Inc.

Manati, Puerto Rico 00701
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For your patients with
irritable bowel syndrome,

PEACE ISAT HAND...
when you fill out and mail
this postage-paid card.

Please supply me with clinical

starter samples (20 capsules) of

Each capsule contains 5 mg chlordiazepoxide HQ and 2.5 mg clidinium bromide.

Signature

DEA# Date

Dr.

(Please affix label, stamp or print clearly)

Address

City State Zip

Roche Products
Roche Products Inc

Manati, Puerto Rico 00701

This offer expires December 1990.

Please allow four to six weeks for delivery.

Please fold and seal to protect your confidential DEA number.
Please see summary of complete prescribing information
adjacent to advertisement.

Pub. JA 12/90 1 7-07-5500-01 2 -060
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In IBS,* when it's brain versus bowel,

Tb insist on
the brand,

be sure to

write

"Dispense as

Written"

or "DAW."
on your
prescription.

IT STIME!
FORTH!

In irritable bowel syndrome,* intestinal

discomfort will often erupt in tandem with

anxiety—launching a cycle ofbrain/bowel

conflict. Make peace with Librax. Because of

possible CNS effects, caution patients about
activities requiring complete mental alertness.

*Librax has been evaluated as possibly effective

as adjunctive therapy in the treatment of peptic

ulcer and IBS.

Specify Adjunctive

Each capsule contains 5 mg chlordiazepoxide

HC1 and 2.5 mg clidinium bromide.

Copyright © 1989 by Roche Products Inc. All rights reserved. Please see summary of prescribing information on adjacent page.



MEDICINE AND THE ARTS

The Chemo Paintings

D orothy Bryan’s cancer

revealed inself in her art

before medicine, with its

sophisticated technology, detected

the abnormal cells advancing

rapidly in her ovaries. In June, the

Bowling Green artist, well-known

for her delicate, mixed media
abstracts, found herself suddenly

painting bold, frenzied pieces, full

of strong colors and broad brush

strokes.

Reflecting on this rapid style

change later for a reporter, she

commented: “In retrospect, the

first painting, done before my
diagnosis, seems prophetic.” That

first painting she calls

“Premonition,” and it became the

first in a series of works that the

artist completed while fighting her

battle with cancer.

“The Chemo Paintings,” as the

eight works have become
collectively known, went on display

for a three-month period,

beginning June 26 at the Medical

College of Ohio Hospital in

Toledo, one year after Bryan’s

battle with cancer began. During

each stage of her illness, the artist

worked through her feelings

(despite chemotherapy and two

extensive surgeries) in her studio,

turning out work so disparate in

style it might have been done by a

variety of artists instead of just

one. Painting — giving artistic

vent to her frustration, fear and

pain on canvas — may have helped

Bryan recover, however. The cancer

is now in remission, and,

characteristically, she is painting in

yet another style.

“I have always believed painting

as a personal expression can help

people solve problems,” Bryan told

the Toledo Blade. “The freedom to

be able to express your feelings is

so important.

“These paintings created a

release for me, and helped me to

recover,” she adds now.

“Hopefully they have offered

insight to many viewers, and

perhaps some help to others.” —
Karen S. Edwards
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PRESCRIPTIONS

Beyond Instructions

for Use:

How to Counsel Your
Patients About Their

Prescriptions

O ctober has been designated

“Talk About Prescription”

month — but if your

counseling covers only instructions

for use, then you may not be

giving your patients all the

information they need to take their

medications properly, says the

National Council on Patient

Information and Education

(NCPIE).

The NCPIE suggests you

provide your patients background
about the benefits and risks of

medicine. This type of information

is especially vital within the

climate of the patient education

movement, the NCPIE continues,

since 60% of today’s patients are

concerned about drug dependence
and society’s being

“overprescribed.” This concern

may explain why as many as 14%
to 21% of patients never obtain

their prescribed medicines.

This need for risk/benefit

information becomes even more
important as the population ages,

drug discoveries increase and home
care is extended. Disclosing

potential adverse effects not only

allows the patient to take

responsibility for monitoring

his/her own health care but

also protects physicians from
the threat of liability.

How best to communicate
this risk/benefit information

to your patients?

• Put information about risk

in the context of expected

benefit. Use the reasons for

taking a medicine and the

contributions it can make to

your health as a backdrop for

discussing potential harm. The
NCPIE has developed five

points that physicians should

tell patients about every new
prescription. These points can

provide a solid, non-

threatening framework for a

discussion of risk:

1. The name of the medicine

and what it is supposed to do
2. When and how often to

take it, and for how long

3. What foods, beverages or

other medications to avoid while

taking the medicine

4. Possible side effects and what

to do if they occur

5. What written materials are

available with more information

about the medicine
• Discuss the specific expected

benefit of each medicine a patient

receives. Explain what would
happen without the medicine. To
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Prescriptions

reinforce benefits, ask patients to

tell you in their own words how
they expect treatment to help

them.
• Time your counseling messages

to the patient’s need to know. For

example, when a patient first

becomes ill, understanding and
adjusting to the diagnosis are the

prime concerns. Risk information

is most meaningful at later stages

in the patient’s progress: e.g.,

during decisions about treatment

and at the post-decision phase

when the patient becomes
responsible for carrying out the

regimen.

• Target information to the

patient’s desire for and ability to

understand medication

information. Studies show that

most patients want more
information about risks. However,

patients who leave decisions about

treatment completely to the

physician may want and need

fewer details about risk. Most
patients do not develop side effects

because of the power of

suggestion; but a physician may
want to be more cautious with

patients whom he or she believes

have done so in the past.

• Present information in a

supportive way. In talking about

side effects, explain how you will

cope with them if they occur.

Balance a discussion of annoying

side effects by emphasizing what

the patient has to gain from

tolerating minor problems.

• Encourage questions. When
patients take an active part in

communication, they can help

providers better understand their

information needs. Many
physicians use the patient’s

questions to help gauge desire for

more detailed information about

risks.

• Provide written material to

supplement your discussion. When
patients read about common side

effects, they are more likely to

attribute problems they experience

to the medicine. If they make this

connection, they can ask the

physician to adjust the treatment.

Written materials will also

reinforce other precautions you

suggest.

In a study about public

perceptions of risks, people were

most uncomfortable with situations

that were both “unknown” and

“dreaded.” Respondents saw the

hazards of medicines as unknown
but not as dreaded. With better

communications, health

professionals can help patients take

positive, information-based action

to use their prescription medicines

safely and effectively. OSMA

We're just what your
office manager ordered
Chances are, you and your office manager

have discussed office computerization.

Intra Corp offers an easy-to-use medical

management system that meets the

specific needs of your practice.

Intra Corp offers you more
• A comprehensive system. • A local Ohio

company with years of experience. • Specialty

modules for ophthalmology, physical therapy,

orthopedics, anesthesiology, radiology and

ob-gyn. • Increased office productivity and

efficiency. • Effective cash flow management.
• Ongoing support, with prompt maintenance

and regular system updates and enhancements.

Whether yours is a one-physician office, or a

large group, Intra Corp has a medical

management system for you.

The Medical Management System
from Intra Corp
5260 Godown Rd. • Columbus, Ohio 43235

1 -800 -422-8875
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COUNTY COLLECTION

A mini-internship helped this trial attorney

view the medical profession in a whole new way.

Perceptions Realigned

Editor’s note: Those who need

proof that the county mini-

internship programs are having an

affect on those who participate

should look no further than Lake

County. Recently, this county's

program hosted a trial attorney,

one who has brought malpractice

suits against physicians. Following

is a brief essay that came from
this attorney’s experiences as an

intern. Because of the sensitive

nature of the attorney’s position in

the community, we have allowed

the author to remain anonymous
— but we think you’ll appreciate

the change of heart.

A s a trial attorney who has

represented plaintiffs in

medical malpractice

actions, I had a rare opportunity

to observe a Board-certified

anesthesiologist in the course and

scope of this physician’s normal,

routine day.

Previously, my perception of the

medical profession was skewed,

given that 100% of the medical

cases that I saw in my work were

representative of the worst 5% of

medical practice.

As a result, my perception of

the medical profession was,

candidly, incorrect.

Most assuredly the adversarial

relationship between the medical

and legal professions is to a large

part perpetuated by the false

perceptions that each profession

holds of the other.

I hope that when the

opportunity next presents itself for

you, as a member of the medical

community, to perpetuate the

hostility between the two
professions, you take a moment to

discern whether your opinion is

one that is accurately based in fact

or is the by-product of your own

misperception.

As my own perception has been

appropriately realigned, I wish to

acknowledge the vast majority of

the medical community — that

95% of the profession whose
caring, sensitivity, compassion and

sense of dedication provide

comfort and healing to the sick

and injured for whom your

profession is responsible. OSMA
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A MATTER OF CONSCIENCE

Editor’s note: This new column for OHIO Medicine will

periodically examine your colleagues’ beliefs on prominent
ethical issues. This month’s question:

“How Far Should
Physicians Go to Facilitate

a Patient’s Death?”

William Kose, MD

M y initial thought to this

question and all of its

current ramifications as

related to the physician’s suicide

machine in Michigan and the

Cruzan tube-feeding case decided

by the U.S. Supreme Court, is that

these are not medical questions.

The question of whether suicide is

wrong, whether a physician should

be prosecuted for helping a patient

commit suicide, or decisions of

health-care financing and rationing

are moral, legal and public policy

matters.

Many diverse areas can be

discussed under this topic. Perhaps

a place to begin is the statement

of withholding or withdrawing life-

prolonging medical treatment as

published by the AMA Council of

Ethical and Judicial Affairs:

2.20 Withholding or Withdrawing

Life-Prolonging Medical

Treatment. The social

commitment of the physician is

to sustain life and relieve

suffering. Where the

performance of one duty

conflicts with the other, the

preferences of the patient should

prevail. If the patient is

incompetent to act in his own
behalf and did not previously

indicate his preferences, the

family or other surrogate

decision-maker, in concert with

the physician, must act in the

best interest of the patient.

For humane reasons, with

informed consent, a physician may
do what is medically necessary to

alleviate severe pain, or cease or

omit treatment to permit a

terminally ill patient to die when
death is imminent. However, the

physician should not intentionally

cause death. In deciding whether

the administration of potentially

life-prolonging medical treatment

is in the best interest of the patient

who is incompetent to act in his

own behalf, the surrogate decision-

maker and physician should

consider several factors including:

the possibility for extending life

under humane and comfortable

conditions; the patient’s values

about life and the way it should be

lived; and the patient’s attitudes

toward sickness, suffering, medical

procedures and death.

Even if death is not imminent

but a patient is beyond doubt

permanently unconscious, and

there are adequate safeguards to

confirm the accuracy of the

diagnosis, it is not unethical to

discontinue all means of life-

prolonging medical treatment.

Life-prolonging medical

treatment includes medication and

artificially or technologically

suppled respiration, nutrition and

hydration. In treating a terminally

ill or permanently unconscious

patient, the dignity of the patient

should be maintained at all times.

Gray areas are always

encountered in any ethical theory.

I think that as a profession we
need to stand foremost for the

commitment of sustaining life as

the primary protector of the

patient.

Dr. Kose is chair of the OSMA
Committee on Judicial and
Professional Relations.
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Rebecca
Bechhold, MD

F
ew practicing physicians

would actively intervene to

hasten a patient’s death.

American society and legal

structure would make active

intervention legally and ethically

difficult even with the most human
and well-intentioned efforts.

However, physicians can do
much to improve their approach to

terminally ill and actively dying

patients in order to allow a more
natural death.

As a medical student, one of my
pediatric professors would not

allow a test to be ordered until the

student could tell the attending

what he or she planned to do with

that information — good,

thoughtful planning for any

physician, but particularly

appropriate for dealing with

patients who are close to death.

As a hospice director and
oncologist, I deal with a number
of physicians who feel very

uncomfortable with dying patients.

The tendency to order multiple

blood tests, X-rays and scans is

often a knee-jerk response to a

patient who is nauseated, short of

breath or in pain. It is always

prudent to think about the

immediate situation, and in most

cases direct treatment of symptoms
using antiemetics or appropriate

analgesics is what the patient

needs. Does it really matter what

the sodium and potassium are in a

patient who is 24 hours or so from

death?

We can “facilitate” death

without active intervention. The
patient and the family will

appreciate your caring and
thoughtfulness.

Dr Bechhold is a member of the

OSMA Committee on Cancer

Alice A.

Gricoski, MD

I
will give no deadly medicine

to anyone if asked nor suggest

such counsel. This succinct

guidance found in the Hippocratic

Oath prompts most physicians to

draw the line at helping even

hopelessly ill patients deliberately

end their lives. Some physicians,

however, do not put much
credence in this oath today.

Michigan doctor Jack Kevorkian

put his right-to-die belief to a

public test in June of this year by

helping an Oregon woman with

Alzheimer’s disease to kill herself

by a lethal injection.

Dr. Kevorkian’s actions are quite

disturbing to me. Even by the

standards that guide countries that

permit euthanasia, such as in the

Netherlands, he failed to meet

strict criteria that govern active

euthanasia: that death be

imminent (this Alzheimer’s patient

was not physically dying).

There was no professional review

of medical evidence of the

patient’s resolution to die. There

were no endorsing signatures of

other doctors.

Dr. Kevorkian was not even a

primary physician directly involved

in this patient’s diagnosis,

treatment or care.

Perhaps it is easy for me to be

critical of Dr. Kevorkian, but his

actions do raise a question about

how far doctors should go to

facilitate a patient’s death.

I strongly feel that it is immoral

for a physician to assist in the

rational suicide of a patient,

terminally ill or not. Some may
agree that withholding medication,

operations or other forms of

treatment can also be forms of

“speeding death,” but one must

distinguish between active and

passive forms of euthanasia. For

me, there is a sharp distinction

between withholding or

withdrawing means that artificially

prolong life by extraordinary

means (passive euthanasia) and

overtly helping to end life by acts

of deliberate “killing for mercy”
(active euthanasia). We should

respect the wishes of no-code-blue

and DNR requests. We have an

obligation to introduce

extraordinary means in cases where

there brings no hope of benefit to

a patient without unreasonable

expense or pain.

We must share in the

responsibility for improving

conditions of the hopelessly ill and

the elderly, for helping to make
their lives worth living and making
a natural death more comfortable.

We should explore avenues of

support care (such as hospice) for

patients who want to die with

continued on page 734
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You can’t just toss your trash anymore
. . . now there are proper ways to dispose

of it. Are you following these new rules?

If not, you may soon find yourself knee-

deep in problems.

What You Need to Know
About Disposing of
Infectious Waste

By Karen Kirk

$25,000 per day per violation or

two years of imprisonment up to

four years, or both, with each day

of the violation constituting a

separate offense,” she says.

heavy-duty plastic bags and labeled

as biohazards. Acquiring a

responsible handler (one registered

with the Ohio EPA) to haul away

the infectious waste exempts the

physician from liability for

transportation and disposal of

infectious waste.

But when that euphoric feeling is

shattered by scattered hypodermic
needles and discarded vials coated

with blood, it’s time for the

Environmental Protection Agency
to step in. Scenarios such as these

have prompted new regulations on
the disposal of medical waste.

These hefty fines being slapped

on physicians are meant to ensure

that infectious waste is handled

and ultimately disposed of in the

most safe and sanitary manner,

according to the Ohio
Environmental Protection Agency.

Don’t try tossing a few

discarded needles into the trash,

on the assumption that no one will

find out. ‘‘An EPA or approved

city or county health department

official can inspect any facility

during regular business hours

without previous warning,” says

Alison Shockley, infectious waste

unit supervisor at the Ohio EPA.
In other words, sporadic visits are

perfectly legal. According to

Shockley, the majority of the visits

result from complaints, however if

something appears amiss to an

official while on the premises,

either for personal or business

reasons, an investigation can ensue.

As a result, weighing, labeling

and tagging of infectious waste has

become normal operating

procedures in many physicians’

offices. Although the burdensome
task of separating waste, storing it

in special containers and doing the

proper paperwork appear to be

time-consuming, physicians must
weigh the consequences of failure

to obey the regulations.

Proper disposal of infectious

waste means that physicians (both

large and small generators of

infectious waste) must segregate

infectious from noninfectious waste

at the point and time it is

generated, namely in their offices.

Gone are the days when sharps,

unused discarded hypodermic

needles, syringes and scalpel blades

could be casually tossed out with

the normal trash. Today, sharps

must be placed in rigid, tightly

closed, puncture-resistant, leak-

resistant containers, while blood-

soaked bandages and other

infectious wastes are sealed in

‘‘Non-compliance with the law

can be costly for physicians,”

explains Carolyn Towner, vice

president of Ohio Capitol Policy

Consultants. “The penalties in

Ohio for noncompliance are fines

of at least $10,000 up to

Shockley points out that first-

time violators may be given a

verbal or written notification.
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However, if the physician continues

to violate the regulations a fine

may be assessed. So far, according

to Shockley, no penalties have

been issued.

There’s a lot of latitude in

what’s considered infectious waste,

Shockley explains. “Physicians

make the call using his or her

professional knowledge. The EPA
is here as a reference for them,”

Shockley says.

It’s not easy staying on top of

all the new regulations. In order to

help sort through the infectious

waste rules, we’ve provided some
questions and answers for both small

and large generators of infectious

waste. Your situation may be

slightly different. If you’re not

sure if the answer applies to your

case, the Ohio EPA advises you to

give them a call at (614) 644-3469.

For a complete list of infectious

waste regulations contact: Ohio
EPA, P.O. Box 1049, 1800

Watermark Dr., Columbus, Ohio
43266-0149, ATT: DSHWM. The
cost of the regulations is $11, and

a check or money order should be

made out to Treasurer — State of

Ohio. OSMA

Changes in the Infectious Waste Statute

T he following are changes to

the Ohio Revised Code and

how those changes impact

Ohio’s new infectious waste

regulations.

Section 3734.01

The definitions prohibiting

“open burning” and “open
dumping” were amended to

include infectious waste. The
definition of “infectious agent”

was amended so that a type of

microorganism, helminth or virus

that causes, or significantly

contributes to the cause of,

increased morbidity or mortality of

animals is no longer included.

These amended definitions will

require changes to rule 3745-27-01

of the Administrative Code.

Section 3734.02

Division (C)(1) of this section

was amended to allow hospitals to

accept infectious waste, other than

untreated specimen cultures and

cultures of viable infectious agents,

from small generators with staff

privileges for treatment without

losing the exemption from
permitting requirements. This will

impact on rules 3745-27-32 and
3745-37-01 of the Adminstrative

Code, which prohibit this action,

thereby necessitating a change in

these rules.

Section 3734.021

Divisions of (A)(1)(b), (A)(2)(d)

and (B)(7) have been amended to

allow the transport of untreated

infectious waste to treatment

facilities located outside of the

state of Ohio that are in

compliance with applicable state

and federal laws. This amended
language will impact rule

3745-27-30 of the Administrative

Code which addresses Standards

for Generators.

Division (A)(1)(c) of this section

repeats amended language found

in Section 3734.02 allowing small

generators to bring their infectious

waste, other than untreated

specimen cultures and cultures of

viable infectious agents, for

treatment to a hospital where they

have staff privileges. This new
language will impact rule

3745-27-30 of the Administrative

Code by allowing another disposal

option for small generators.

Division (A)(1)(e) of this section

has been amended to broaden the

exemption of animal body parts

which must be considered when

determining a monthly generation

rate of infectious waste. This will

impact and require the revision of

the exemption language found in

paragraph (F) of rule 3745-27-30

of the Administrative Code.

Division (D)(2) of this section of

the Revised Code has been

amended to delete the requirement

that all generator names and
addresses appear on the shipping

paper that accompanies treated

infectious waste (disposal shipping

paper). This amendment to this

Division of the Revised Code will

impact rule 3745-27-33 of the

Administrative Code, which

currently requires the names and

addresses of all generators of the

treated infectious waste within a

shipment, necessitating a change in

the rule.

Section 3734.05

Division (B)(3)(a) of this section

has been amended to allow

hospitals to accept infectious

waste, other than untreated

specimen cultures and cultures of

viable infectious agents, from

small generators who have staff

privileges for treatment without

losing the exemption from

licensing requirements. OSMA
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What Is Infectious Waste
(and how do I get rid of it?)

Physicians whose offices generate infectious waste are constantly asking

questions such as, “What should I do with the infectious waste I produce?”

or, “If I’m a small generator of infectious waste do I need to maintain records

each month?” or, “If I treat infectious waste on-site, how must it be packaged

prior to treatment?” These and more questions have physicians baffled. True,

the new regulations resulting from Senate Bill 243, which became law in May
1990, may impose some time-consuming procedures, but failure to ignore the

rules can be even more costly for physicians. The following questions and

answers deal specifically with what small and large generators of infectious

waste need to know.

First, though, it is necessary to clarify what Ohio law refers to as

infectious waste. The law breaks infectious waste down into nine categories:

1) Cultures and stocks of infectious agents, wastes from the production of

biologicals, and discarded live and attenuated vaccines; 2) Laboratory wastes

that are, or are likely to have been, in contact with infectious agents;

3) Pathological wastes, including body fluids, that are contaminated with

infectious agents that were removed or obtained during surgery or autopsy or

for diagnostic evaluation; 4) All waste materials from the rooms of humans,

or the enclosures of animals, that have been isolated because of diagnosed

communicable diseases. Also included are waste materials from the rooms of

patients who have been placed on blood and body fluid precautions that the

public health council identifies as an infectious waste; 5) Human and animal

blood specimens and blood products that are being disposed of. This does not

include bandages or gowns that are lightly soiled with blood or body fluids,

unless the generator determines that it should be handled as an infectious

waste; 6) Contaminated carcasses, body parts and bedding of animals

intentionally exposed to infectious agents during research, production of

biologicals, or testing of pharmaceuticals. Also included are the carcasses and

bedding of animals otherwise infected with an infectious agent; 7) Sharps used

in the treatment, diagnosis or inoculation of human beings or animals or

sharps that have, or may have, come into contact with infectious agents in

medical, research or industrial labs. This would also include any broken glass

articles that contained infectious agents; 8) Any other waste materials the

public health council identifies as infectious wastes. Currently no other waste

items have been designated as an infectious waste by the public health council;

and 9) Any other waste materials the generator designates as infectious waste.

It should be noted that nearly all of the categories of infectious waste

depend upon the presence of infectious agents or the possibility of the

presence of infectious agents. The exceptions to this are blood specimens and

blood products, which are independent of the presence of infectious agents —
a type of microorganism, helminth or virus that causes or significantly

contributes to the cause of increased morbidity or mortality of human beings.
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LARGE GENERATORS
Q. Do I have to quantify the

amount of infectious waste that I

produce?

A. No. Once registered with the

Ohio EPA as a generator of

infectious waste, a large generator

is not required to quantify the

amount of infectious waste he/she

produces.

Q. If our facility treats the

infectious waste that we produce,

is it then considered to be an

infectious waste treatment

facility?

A. Yes. Large generators (50

pounds or more of infectious

waste during any one month) of

infectious waste who treat the

infectious waste that they produce

are considered to be infectious

waste treatment facilities and must
abide by all the regulations

contained in rule 3745-27-32 of the

Ohio Administrative Code, except

paragraphs (B)(1) and (D).

Q. Are infectious waste treatment

facilities that treat the infectious

waste that they produce required

to obtain permits and licenses

from the Ohio EPA?
A. Infectious waste treatment

facilities that exclusively treat

infectious waste that was generated

by the person or company that

owns or operates the facility is

NOT required to obtain a permit-

to-install from the Division of

Solid and Hazardous Waste or an

annual operating license from the

local board of health. Futhermore,

by statute infectious waste

treatment facilities that are

hospitals may accept infectious

waste, other than cultures, from

small generators who have staff

privileges at the hospital without

losing the permitting and licensing

exemption. Of course, incinerators

are required to obtain a permit-to-

install and a permit-to-operate

from the Ohio EPA’s Division of

Air Pollution Control.

Q. If I treat my infectious waste

on-site or on my premises, how
must my infectious waste be

packaged prior to treatment?

A. Infectious wastes must be

separated from other types of

wastes at the point where they

were generated. Used sharps and
unused discarded hypodermic

needles, syringes and scalpel blades

must be placed into rigid, tightly

closed, puncture-resistant

containers that have the sharps

designation on them. Liquid or

semiliquid infectious wastes

consisting of blood, blood

products, body fluids, or excreta

may be disposed of into a sanitary

sewer system. All other types of

infectious wastes must be placed

into red plastic bags, or another

color bag that is labeled with an

international biohazard symbol

that is at least five inches in

diameter.

Q. If I have my infectious wastes

taken to an infectious waste

treatment facility how must it be

packaged?

A. All used sharps must be in

sturdy, tightly closed, puncture-

resistant containers. The containers

must have the word “sharps” on
them and be labeled with the

international biohazard symbol.

Other infectious wastes must be

double-bagged in either red plastic

bags, or other colored bags that

are labeled with an international

biohazard symbol that is at least

five inches in diameter. Optionally,

one bag may be placed into a

sturdy, rigid, tightly closed

container. The bags used must be

able to hold 25 pounds of water,

without leakage, while being

carried suspended from their tops

for 60 seconds. The bags must also

pass the 165 gram Dropped Dart

Impact Resistance test. If used, the

containers can be either reusable

or disposable. Reusable containers

require chemical disinfection after

use with a disinfectant that is

registered with the U.S. EPA as

being effective against HIV-1. In

either case the containers must be

labeled on two opposite sides with

the international biohazard

symbol.

Q. Do I need a registered

transporter to take my untreated

infectious waste to a treatment

facility?

A. Yes. Persons who transport

untreated infectious waste off the

premise where it was generated

must be registered with the Ohio
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EPA and follow all the regulations

that pertain to transporters. Large

generators of infectious waste who
want to transport untreated

infectious waste from any satellite

location to a main facility for

treatment or centralized collection

must use a registered transporter.

However, there is a provision

stating that if the generator is

already registered with the Ohio
EPA as a generator of infectious

waste, he/she would not have to

pay the registration fee as a

transporter, but is still required to

meet the transporter standards.

Q. If I want to transport infectious

waste from a satellite facility to a

main facility, must the infectious

waste be the only material in the

shipment?

A. The untreated infectious waste

must be the only type of waste in

the shipment. Radioactive,

hazardous or solid waste cannot be

transported in the same shipment

as untreated infectious waste.

Other materials may also be

transported in the vehicle as long

as the infectious waste is contained

in its own separate compartment.
A compartment is any enclosed

container that can be fixed in a

stationary position within a

vehicle.

Q. Are shipping papers required

for the transport of untreated

infectious waste?

A. Yes, unless the untreated wastes

are being transported to an

infectious waste treatment facility

that is also owned or operated by

the person or company that

generated the wastes, a treatment

shipping paper is required. A
treatment shipping paper would be

required if the untreated infectious

wastes were being transported to a

main facility for centralized

pickup.

Q. Are shipping papers required

for the transport of infectious

wastes that have been treated or

render them noninfectious?

A. Yes. After infectious wastes

have been treated to render them
noninfectious the wastes must have

a disposal shipping paper with

them when being transported for

final disposal.

Q. Once infectious wastes have

been treated must they be

transported by a registered

transporter?

A. No. Once treated to render

them noninfectious, the wastes do
not have to be transported by a

registered transporter.

Q. Are generators and infectious

waste treatment facilities subject to

inspection by Board of Health and
OEPA personnel?

A. Yes. Infectious waste treatment

facilities must be inspected at least

four times per year, and generators

who send their infectious wastes

off-site for treatment are also

subject to inspection to ensure that

they are complying with the

regulations.

SMALL GENERATORS
Q. Do I have to quantify the

amount of infectious waste that I

produce?

A. Yes. Small generators of

infectious waste are required to

maintain records that show the

amount of infectious waste

produced during each calendar

month. All that is required is a

monthly total which is the

summation of all infectious waste

produced during that particular

month. Should a small generator

have more than one office or

location where infectious waste is

generated, then he/she must keep a

record of the amount of infectious

waste produced at each location. A
small generator is not required to

register with the Ohio EPA until

he/she produces 50 pounds of

infectious waste at one location.

However, once she/he produces

this quantity of infectious waste at

any one location, he/she would
then be obligated to register all of

the locations that generate

infectious waste and to follow the

regulations that pertain to large

generators at each location.

Q. If I go over the 50-pound limit

for just a few months and have to

register, may I obtain a refund for

the months that I was under the

50-pound limit?

A. No refunds are given for

months in which a generator may
fall back under the 50-pound limit.

Once registered as a generator of

infectious waste one must dispose

of his/her infectious waste as a

large generator during the time for

which the registration certificate is

valid.

Q. Must sharps be placed in

special containers?

A. Yes. Sharps must be placed into

containers that are rigid, puncture-

resistant, leak-resistant and tightly

closed before disposal. Such

containers must have the “sharps”

designation on them. Also, if the

sharps have not been autoclaved or

chemically disinfected before they

leave the generator’s premises, the

container must be labeled with the

international biohazard symbol.

Most sharps containers that are

commercially available meet the

criteria of an acceptable container

and can be used for sharps

disposal. Also, unused discarded

hypodermic needles, syringes and
scalpel blades must be placed into

a special sharps container before

disposal.

Q. What should I do with the

infectious waste that I produce?

A. If you meet the criteria of a

small generator, you can place the

infectious waste that you produce

(except for untreated specimen

cultures and cultures of viable

infectious agents) in the solid

waste stream (goes out with the
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other regular trash). The only

infectious wastes that must be

specially packaged are sharps. It

should be noted that under a

recent amendment to the Ohio
statute, small generators are

permitted to take their infectious

wastes, except for untreated

cultures, to a hospital for proper

treatment, provided that they have

staff privileges there and this

arrangement is acceptable to the

hospital. Small generators of

infectious waste may opt to have

their infectious waste taken to a

licensed infectious waste treatment

facility for treatment.

Q. Will my solid waste hauler pick

up my solid waste if it contains

some untreated infectious waste?

A. In accordance with Ohio law

small generators of infectious

waste may dispose of this waste

(except for untreated specimen

cultures and cultures of viable

infectious agents) with the rest of

their solid waste. However, the

solid waste hauler can make a

business decision not to accept

solid waste that also contains some
untreated infectious waste.

Q. Can I take my sharps and other

infectious waste to a hospital for

treatment?

A. Under Ohio statute, hospitals

may treat the infectious wastes,

except for untreated cultures,

generated by a small generator

without being required to obtain

an annual operating license from

the local board of health, provided

the small generator has staff

privileges at the hospital. It is up
to the hospital to decide whether

or not it will accept infectious

wastes from small generators.

Q. If I choose to have all of my
infectious wastes taken to a

licensed treatment facility what
other regulations will I have to

follow?

A. Other than sharps, there are no

specified packaging requirements;

however, most waste handling

companies that will be picking up
the waste usually have specific

packaging requirements for this

type of waste. Likewise, no

requirement exists for small

generators of infectious waste to

utilize shipping papers, but they

are usually provided by most

infectious waste transporters and
licensed treatment facilities.

Certain storage requirements do
exist for infectious waste and must

be followed by small generators

who wish to have all of their waste

taken to a licensed treatment

facility. The general storage

requirements are:

1. Infectious wastes are stored in a

manner that maintains the

integrity of the packaging.

2. Infectious wastes are kept in a

nonputrescent state, using

refrigeration or freezing when
necessary.

3. Any outside storage areas are

locked.

4. Label infectious waste storage

areas with an “authorized

personnel only” sign, or one

stating, “warning: infectious

waste’’ and/or displaying the

international biohazard symbol.

5. Infectious wastes are protected

from animals and do not

become a food source or a

breeding place for insects or

rodents.

6. No infectious waste can be

stored for more than 35 days.

Q. At what point do I consider my
infectious waste as being “stored”

and have to adhere to the 35-day

maximum storage limit?

A. Once the container is no longer

being filled, the generator would

then have 35 days before being

required to remove the infectious

wastes. During this time period the

infectious waste must be

maintained in accordance with the

general storage requirements

outlined in the previous answer.

Q. What are the requirements for

specimen cultures and cultures of

viable infectious agents?

A. Cultures must either be treated

at the location where they were

generated by incineration,

autoclaving or chemical treatment

or else taken to a licensed

infectious waste treatment facility

for proper treatment. If they are

taken to a licensed infectious waste

treatment facility, they must be

transported by a registered

transporter and be accompanied by

shipping papers. Likewise, cultures

must be contained in a plastic bag

that is either red in color, or

conspicuously labeled with the

international biohazard symbol.

Before leaving the premises for

treatment the untreated cultures

must either be placed into a

second sealed or tied bag like the

first one, or else the initial bag

must be placed into a rigid, sturdy,

fully enclosed container. The
disposable corrugated cardboard

containers used in the waste

industry are acceptable for use.

Q. Do unused discarded sharps

count toward my waste generation

rate?

A. No. Although they require

special packaging before disposal

into the solid waste stream, they

are not categorized as an infectious

waste and therefore do not count

toward the waste generation rate.

Q. Can liquid infectious wastes go

down the drain, and if so must

this waste still be quantified?

A. Liquid or semiliquid infectious

wastes consisting of blood, blood

products, body fluids and excreta

may be placed into a sanitary

sewer system. Even though these

types of infectious wastes may be

disposed of in this manner, they

still must be quantified by the

generator. It should be noted that

under Ohio statute a facility that

holds a license under section

4717.17 of the Revised Code does
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not have to quantify any blood,

blood products, other body fluids,

or embalming fluids that are

discharged on the site where

generated into a disposal system,

as defined in section 6111.01 of the

Revised Code, as infectious waste.

Q. Must small generators of

infectious waste use shipping

papers for their untreated

infectious waste?

A. Small generators of infectious

waste are not required to use

shipping papers for their untreated

infectious waste except when
sending specimen cultures and

cultures of viable infectious agents

to a licensed infectious waste

treatment facility. Small generators

who opt to have all of their

infectious waste taken to a licensed

treatment facility may be asked to

use shipping papers by their waste

handling company.

Q. How must small generators

treat the specimen cultures that

they produce?

A. They can treat specimen

cultures and cultures of viable

infectious agents either by

incineration, chemical treatment or

autoclaving. If chemical treatment

is used it must be done with

hypochlorite, chlorinated

isocyanurates, or chemicals

registered with the U.S. EPA as

virucidal bactericidal, fungicidal,

parasiticidal and sporicidal. The
cultures must be completely

submerged for a minimum of 10

minutes. The treatment solutions

must be mixed immediately before

use and discarded after use, with

any excess treatment solution being

decanted before disposal.

Autoclaving must be done at 121

degrees Celsius at a minimum of

15 pounds per square inch for at

least 30 minutes. The autoclaves

must be operated with a maximum
registering thermometer to ensure

that the minimum temperature was

obtained. This requirement is
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waived for fast exhaust loads, since

the rapid change in pressure may
result in damage to the

thermometer.

Q. Once treated do specimen

cultures need a disposal shipping

paper?

A. No. Once treated by the small

generator specimen cultures and

cultures of viable infectious agents

may be disposed of with the rest

of the regular trash without a

shipping paper.

Q. Are small generators who treat

their own specimen cultures and
cultures of viable infectious agents

considered to be treatment

facilities?

A. No. Even though large

generators of infectious waste who
treat the infectious waste that they

generate are considered to be

treatment facilities, small

generators who treat cultures are

not considered to be infectious

waste treatment facilities.

Q. What should I do with

infectious waste that is also

radioactive or has hazardous waste

characteristics?

A. Any infectious waste that is

also radioactive or has a hazardous

waste characteristic should not be

managed as an infectious waste.

Radioactive wastes must be

managed in accordance with

applicable Ohio Department of

Health and U.S. Nuclear

Regulatory Commission
regulations. Any waste that meets

the definition of a hazardous waste

shall be managed as such in

accordance with chapters 3745-50

to 3745-69 of the Ohio
Administrative Code.

Q. What should I do if I produce

50 pounds of infectious waste in

one month?
A. Submit an application for

registration as a generator of

infectious waste to the Ohio EPA
within 30 days. Application forms

can be obtained by contacting the

Ohio EPA’s Division of Solid and

Hazardous Waste Management at

(614) 644-2917.

Q. Am I subject to inspection by

the local board of health or the

Ohio EPA?
A. Yes. The local board of health

or the Ohio EPA is required to

make inspections within 15 days

after receiving a written request

from any person. Additionally,

small generators can be inspected

at other times when deemed
appropriate by the local board of

health or the Ohio EPA. 0SMA

Compiled by Karen Kirk, associate

editor of OHIO Medicine, with the

help of Carolyn Towner, vice

president of Ohio Capitol Policy

Consultants.

4
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The State Health

Insurance Task Force:

Progress Notes From OSMA Representative OwenJohnson, MD

By Michelle J. Carlson

E arlier this year, the state

Legislature appointed the

Ohio Health Insurance Task

Force to study health-care

insurance problems around the

state. The board has 34 members,

including OSMA’s representative,

Owen Johnson, MD, and
physicians Ernie Johnson, MD,
Daniel A. Gregorie, MD and
Richard Siehl, DO. Also on the

panel are Reps. Mike Stinziano

and Wayne Jones, Sens. Bob Ney
and Grace Drake, and various

representatives from labor, the

business community, hospitals and

the insurance industry. Here, Dr.

Johnson, an internist who serves

as medical director at Physicians

Health Plan, gives us an update on
the progress the task force has

made thus far.

Q. How did the appointment of

the task force come about?

A. It was set up after the universal

health bill was introduced to the

Legislature. The universal health

insurance resolution was in the

House of Representatives at the

same time the Ohio Department of

Insurance (ODI) was holding

hearings around the state in an

effort to get ideas about the
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problems associated with access of

health care within the state, with a

plan to appoint a “blue-ribbon”

task force to study their findings.

At that time, the Legislature

appointed it’s own task force to

address health-care issues.

Q. Is this a long- or short-term

appointment?

A. We are to give a report to the

Legislature with recommendations

by July of 1991, so it’s supposed

to be a short-term appointment.

Certainly the recommendations

could include some ongoing study

and continued evaluation of the

issues identified as problems within

the state.

Q. What are some of the major
issues the task force was appointed

to study?

A. We’re looking at health-care

access, cost, quality, and issues pro

Owen Johnson, MD

and con regarding universal health

care.

ODH Funds Insurance Programs

I
n response to the increasing

number of Ohio workers who
are not covered by health

insurance, the Ohio General

Assembly passed legislation to

establish a grant program in the

hopes of uniting the private and
public sectors in solving this

problem. The four projects listed

below were selected to receive

funding through the Ohio
Department of Health. All will be

reviewed after 18 months of

activity to determine which model
might be implemented on a

statewide basis.

• Stark County Health Care

Coalition, Canton — This project

will provide a limited, low-cost

benefit package through a self-

insured plan. Health services will

be provided at reduced rates

through a PPO and local

hospitals, and premium costs will

be divided among the employer,

employee and grant funds.

• United Way of Greater

Cincinnati, Cincinnati/Dayton —
Covering 14 counties in

southwestern Ohio, this project

established two self-supporting

trusts to administer an

individual/family health-care

account. The program includes

catastrophic health insurance,

reimbursement for the cost of

basic services, a utilization review

process, and consumer and
employer education. Participating

employers contribute a monthly
amount per employee.

• Coalition for Cost-Effective

Q. What has the task force

accomplished thus far?

A. What we’ve done to date is

look at generalities. First, we had

an organizational meeting, then we
had a meeting where a summary
of the hearings held by the ODI
was presented. Subsequently, a

meeting was held where a

presentation was made regarding

the findings and recommendations

of the Pepper Commission.

Members of the task force were

also invited to attend the

Governor’s conference on the

Canadian plan. Since that time,

two days of focus group

discussions were held at which

time professionals with similar

concerns, ie. physicians, insurance

executives, business executives, etc.,

were invited to discuss their view

of health-care problems. Those
focus groups were designed to

identify problems and not find

Health Services, Columbus — This

provides managed health care

through an HMO to families that

have recently gotten off welfare

but whose employers do not

provide health insurance.

Employees contribute to the cost

of their coverage on a sliding fee

scale that is based on income and
grant funds make up the

difference.

• Federation for Community
Planning, Cleveland — This

project establishes low-cost health

benefits and emphasizes preventive

care through an HMO. Premium
costs are shared by the employee

(whose contribution is on a sliding

fee scale based on income),

employer and funds from the

grant. — Michelle J. Carlson
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Insurance Task Force

solutions. Now we are in the process

of compiling the ideas put forth by

the focus groups. We plan to meet

in September to review the ideas

and problems raised by the focus

groups. The task force will continue

to meet and discuss ideas and
hopefully identify possible solutions.

Q. What went on at the focus

group discussions you attended

and did opinions vary widely?

A. The focus group that I attended

was made up of physicians, and
there was general agreement

regarding the problems that face

physicians as well as general

health-care concerns. We discussed

quality of care, access of care,

health-care funding. In all, over 40

problems were identified, and an

attempt was then made to combine
similar problems and identify specific

needs. Again, the focus group was

meant to identify problems rather

than to offer solutions.

Q. What do you personally

consider to be the biggest barrier

to providing adequate health care

to everyone?

A. The biggest problem at the

present time is that of funding. We
do not have adequate financial

resources allocated at the present

time to provide health care to

everyone. Problems that have been

identified in this area indicate the

need to determine how much
individuals should be responsible

for paying for their own health

care and how much should fall

upon business and employers and
how much responsibility

government should assume.

Q. Do you think it will be difficult

getting such a varied group to

agree when it comes time to

making recommendations?
A. I think that this task force is so

broadly represented that it’s going

to be difficult to come to a

unanimous decision. It’s probably

not going to happen. Some

members of the committee are very

strongly in favor of universal

health care and others are very

strongly opposed.

Q. Who will receive the task

force’s recommendations and what
do you expect will happen?

A. The recommendations will go

back to the Legislature, and they

will hopefully use them in their

debates and deliberations on bills

influencing health care. I’m sure

our recommendations will be

reported back to the Governor,

who seems to favor a type of

universal health-care system. Rep.

Stinziano is the chair of the task

force and will be responsible for

conveying these recommendations
to the Legislature.

Q. What do you ultimately think

will be done about the current

situation?

A. It’s too early to make any

conjecture about what the final

recommendations will be from this

task force. We are, at this point,

only in the investigational stage

and are identifying problems.

Hopefully, after our September

meeting we will have a better

recognition of the problems, and

at that time we’ll begin working on
potential solutions. OSMA

Summit County Plan Aids Uninsured

I
n mid-July, the Summit County
Medical Society launched a

plan to help at least some of

the area’s estimated 80,000

uninsured workers receive basic

medical care.

The plan, which will be

implemented by Independent

Medical Plan, a medical society

spin-off corporation, will enable

businesses with 25 or more
employees to pay $26 a month for

each employee for health

insurance, or $52 a month for

family coverage.

“The underinsured population

in Ohio basically started” the

wheels turning, says Barbara

Barber, the society’s executive

secretary. “This is what the society

thought would be a good
response” to the problem.

“Independent Medical Plan had

an HMO at one point,” she

continues, “but it couldn’t break

into the market.” This joint effort,

then, improves upon the initial

HMO.
The plan would cover all visits

to the doctor, plus lab fees and X-

rays. Patients, to help pay for

coverage and to discourage overuse

of the plan, will be required to pay

a $10 co-payment per office visit

and $3-$5 for immunizations.

The plan does not cover

prescription medications, but that

may be examined more closely at

a later date, Barber says. The
plan also does not cover

hospitalizations, but “it’s not

aimed at solving everybody’s

problems,” says Daniel Mathias,

MD, chair of the board of

Independent Medical Plan,

adding that the program is,

however, a good start.

At the time of this writing,

over 115 area physicians, including

specialists, had agreed to participate

in the program, which is slated to

begin in late November. Response

from the 400 area businesses that

received brochures about the

program has been slower, but

that may be attributed to the fact

that no prices were available at

the time of the mailing.

The program, which is aimed

at “getting (these patients) into

preventive medicine,” according

to Barber, is expected to be in

place by Thanksgiving and to

have 500 employees included in

the initial six-month trial period.

— Michelle J. Carlson
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SpinalGrfInjure

Head ftauma

St rokes
Amputations

Multiple SclerosiS

We specialize in restoring independence.
CAMC’s Rehabilitation Center has everything

it takes to help the seriously disabled regain

physical and psychological independence.

Physical therapists. Speech and language
pathologists. Psychometricians. Prosthetists.

Every therapy discipline is represented on our
rehabilitation team. Board-certified physiatrists

orchestrate each patient’s personalized treat-

ment plan, supported by the only all-RN nursing

staff in the state.

All treatment and technology are state-of-

the-art. An independent living apartment for

practicing home skills. Radiologic techniques to

diagnose severe swallowing problems. A bio-

feedback lab to help patients manage pain and
regain nerve function.

We also have one of the few adjustable ergo-

nomic kitchens in the nation. And one of only

two BTEs in the state. This Baltimore Technical

Equipment enables patients to simulate many
common tasks, like turning wheels and working

with tools.

CAMC's Rehabilitation Center is the most
comprehensive facility of its kind in West Virginia.

Hospital-based, with the diversified tertiary

care capabilities of CAMC as back-up.

You can refer your patients to us with confi-

dence. And they’ll return to you with confidence.

For more information and admission
details, call 1-800-346-CARC.

Charleston Area
Medical Center
Charleston, West Virginia
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BEAN
AIR FORCE
PHYSICIAN.

Become the dedicated

physician you want to

be while serving your
country in today’s Air

Force. Discover the

tremendous benefits of

Air Force medicine. Talk

to an Air Force medical

program manager about
the quality lifestyle,

quality benefits and 30

days of vacation with

pay per year that are

part of a medical career

with the Air Force. And
enjoy the satisfaction of

a general practice with-

out the financial and
management burden.

Today’s Air Force offers

an exciting medical envi-

ronment and a non-con-

tributing retirement plan

for physicians who qual-

ify. Learn more about
becoming an Air Force

physician. Call

USAF HEALTH PROFESSIONS
"STAT"

1—800—423—USAF
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AMA

Report of the
Annual Business Meeting

of the
American Medical Association

June 24-28, 1990
by

Theodore J. Castele MD, Chair

Ohio Delegation to the AMA
and

John A. Devany, MD, President

Ohio State Medical Association and
Co-Chair, Ohio Delegation to the AMA

This report covers some of the

important issues voted on by the

Ohio delegation at the 1990

Annual Meeting of the American
Medical Association in Chicago,

Illinois, June 24-28, 1990.

amended and adopted an Ohio
resolution asking the AMA to

request that the Department of

Health and Human Services

instruct the National Practitioner

Data Bank to institute physician

notification of adverse data bank
entries with verification of receipt

by the physician.

dangerous exposure to ultraviolet

radiation; to support legislation to

strengthen state laws to make the

consumer as informed and safe as

possible; and to submit a progress

report on its efforts to implement
this resolution at the 191 AMA

public from improper and

There were 110 reports and 291

resolutions considered by the

House of Delegates. The following

summary contains 15 resolutions

submitted by the Ohio delegation

to the AMA, as well as a report

on several other items of

importance to Ohio physicians.

Tanning Parlors (OSMA Am. Sub.

Res. 06-90)

The AMA House of Delegates

adopted an Ohio resolution

directing the AMA to continue to

support an educational campaign
on the hazards of tanning parlors,

as well as the development of local

tanning parlor ordinances to

protect patients and the general

Annual Meeting.

The AMA House of Delegates

amended and adopted an Ohio

Policy on Abortion (OSMA Sub.

Res. 10-90)

Ohio resolutions

resolution stating that the issue of

support of or opposition to

National Practitioner Data Bank
(OSMA Am. Res. 84-90)

abortion is a matter for members
of the American Medical

The AMA House of Delegates

Association to decide individually,

based on personal values or
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AMA

beliefs; and that the AMA shall

take no action that may be

construed as an attempt to alter or

influence the personal views of

individual physicians regarding

abortion procedures.

Hospital Boards of Trustees

(OSMA Am. Res. 23-90)

The AMA House of Delegates

accepted an Ohio resolution

regarding hospital board of

trustees as reaffirmation of current

AMA policy. The resolution asks

that the AMA urge the Joint

Commission for Accreditation of

Healthcare Organizations to

require that at least one voting

member on a hospital’s Board of

Trustees be a member of that

hospital’s medical staff, in active

practice at that hospital, and
elected by the medical staff.

Second Opinion Programs (OSMA
Res. 29-90)

The AMA House of Delegates

adopted an Ohio resolution that

requests the AMA Council on
Ethical and Judicial Affairs to

prepare a new opinion on
physicians who perform mandatory
second opinions that considers the

possible conflict of interest of a

physician who gives a second

opinion and then performs the

proposed procedure.

Legislation Prohibiting Therapeutic

Substitution (OSMA Am. Res.

43-90)

The AMA House of Delegates

adopted a substite resolution in

lieu of two resolutions, including

one from Ohio, on the subject of

legislation prohibiting therapeutic

substitution. The substitute

resolution calls for the AMA to

oppose the establishment of a

system at the federal or state level

premised on therapeutic

interchangeability of prescription

drugs and formularies, since it will

inevitably interfere with the ability

of the patient’s physician to assure

that the medication prescribed is

dispensed to the patient; to

encourage and assist all states in

passing legislation prohibiting the

practice of therapeutic substitution;

and to provide education to

physicians and the general public

that therapeutic substitution is not

equal to generic substitution and
provide information about the

potential dangers of therapeutic

substitution.

Low-Level Radioactive Waste

Disposal Facility (OSMA Am. Res.

45-90)

The AMA House of Delegates

adopted an Ohio resolution that

asks that the American Medical

Association urge the Nuclear

Regulatory Commission that any

site for the disposal of low-level

radioactive waste be rejected unless

all applicable statutes and
regulations are fully satisfied.

Medical Records Formats for

Nursing Homes (OSMA Am. Res.

53-90)

The AMA House of Delegates

referred an Ohio resolution to the

AMA Board of Trustees that asks

the AMA to establish an

interdisciplinary task force to

reconcile inconsistent nursing home
regulatory policies regarding

patient care, administration of

medical records and other issues

for the benefit of the patient.

Health Promotion and Disease

Prevention Program (OSMA Res.

57-90)

The AMA House of Delegates

adopted an amended Council on
Medical Education report, in lieu

of an Ohio resolution,

recommending that the AMA
continue to work with other

interested bodies to develop

guidelines for clinical preventive

services and, through its

representatives, to alert the Liaison

Committee on Medical Education

and the Accreditation Council for

Graduate Medical Education of

the availability of the Guide to

Clinical Preventive Services as an

aid to curricular development. The
report also recommends
encouragement of continuing

medical education programs in

preventive medicine.

Raise Revenue for Health-Care

Needs (OSMA Am. Res. 54-90)

The AMA House of Delegates

amended and adopted an Ohio
resolution calling for the AMA to

support an increase in federal

excise taxes for tobacco and
alcohol, which would be allocated

to health-care needs and health

education.

Substance Abuse as a Public

Health Hazard (OSMA Am. Res.

67-90)

The AMA House of Delegates

adopted an Ohio resolution that

asks the AMA to work for a total

statutory prohibition of advertising

tobacco and tobacco products, and

to support and work for a total

statutory prohibition of advertising

of alcoholic beverages except for

inside retail or wholesale outlets.

Medicare Reform Panel (OSMA
Am. Res. 68-90)

The AMA House of Delegates

adopted an Ohio resolution

directing the AMA to support

legislation to form a commission

to review the current Medicare

health-care system; that the

commission examine Medicare

reimbursement policies to

determine whether payments under

the program are appropriate, the

relationship between hospital

profitability and Medicare

payments, innovative health-care

strategies that could reduce cost,

and the financial condition of

Medicare trust funds; and that

members of the commission

should include individuals who
have expertise in health care.

PRO’S Third Scope of Work
(OSMA Am. Res. 69-90)

The AMA House of Delegates
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adopted a substitute resolution in

lieu of two resolutions, including

one from Ohio, on the subject of

notification of denials by the PRO.
The substitute resolution calls for

the AMA to work toward requiring

the Health Care Financing

Administration (HCFA) and the

Peer Review Organizations (PROs)

to modify regulations to permit

the PRO to notify both the

physician and president of the

hospital medical staff of

confirmed quality problems with

verification of receipt by the

physician; to encourage physicians

to share “Quality Inquiry” letters

with the medical staff quality

assurance committee; and to

encourage the use of the steps

outlined in the publication entitled

“How to Respond to a PRO
Quality Inquiry” developed by the

AMA Department of Health Care

Review.

United States Pharmacopeial

Convention Meetings (OSMA
Council Res.)

The AMA House of Delegates

adopted an Ohio resolution that

asks the AMA to encourage each

state medical association and each

college of medicine to send a

delegate to the United States

Pharmacopeial Convention

quinquennial meetings every five

years beginning in 1995.

American Medical Association

Fiscal Information (OSMA
Council Res.)

The AMA House of Delegates

adopted a substitute resolution in

lieu of two resolutions, including

one from Ohio, on the subject of

the AMA’s fiscal information. The
substitute resolution calls on the

AMA Board of Trustees to

evaluate the roles of its elected

officers and the Executive Vice

President with regard to

delineation of duties, functions,

obligations and responsibilities; to

make available to the House of

Delegates, on a yearly basis, the

total compensation of its

individual elected officers and
executive vice president; and to

report back on these two issues at

the 1990 Interim Meeting of the

House of Delegates and annually

thereafter.

Resolutions and Reports

Originating From Non-Ohio
Sources

Minimum Benefits in Required

Employer Health Insurance

The AMA House of Delegates

adopted an AMA Board of

Trustees report that presents a

basic package of minimum
benefits for required employer

health insurance programs. The
package prescribes annual

minimums of 20 medically

necessary physician office visits, 45

days in a semi-private hospital

room, 180 days in a skilled nursing

facility, 240 days of home health

care, ambulance services, and basic

dental care. The Board, in

consultation with the Council on

Medical Service and the Council

on Legislation, stated that

enactment of any program
requiring employer coverage should

not create insurmountable financial

obligations on small employers;

that most employer-provided

health insurance will continue in

the future to exceed substantially

the minimum benefits that are

recommended in the report; that

the goal of the AMA is to entend

affordable coverage where none

now exists; and that the medical

profession must be involved in the

final process of determining

benefits.

Further, the AMA House of

Delegates adopted a substitute

resolution asking the AMA to give

high priority and commit all

appropriate resources to provide

leadership and ensure that this

nation begins the process of

defining in detail the basic

nationwide standards for a

uniform, minimum yet adequate

health-care benefits package for

the unemployed uninsured.

Equity Under New Medicare

Physician Payment System

The AMA House of Delegates

adopted a lengthy substitute

resolution that calls on the AMA
to:

• give continued highest priority

to elimination of geographic

variations in Medicare payment

that do not reflect demonstrable

variations in practice overhead

or professional liability costs;

• continue to support and work
to establish in the 1990 Budget

Reconciliation Act floor on 1991

Medicare payments for

physician services at 80% of the

national average prevailing

charge;

• work vigorously through

appropriate channels (e.g.,

Congress, HCFA and the

PPRC) to ensure that the

RBRVS-based Medicare payment

system be implemented in a

manner that reflects appropriate

economic considerations;

• work to ensure that the most

current valid and reliable data

are collected and applied in

calculating accurate geographic

practice cost indices (GPCIs)

and in determining geographic

payment areas for use in the

new Medicare physician

payment system, with data

collected from rural practice

sites for this purpose;

• to evaluate the adequacy and

consistency with AMA policy of

the GPCIs and their underlying

data and methodology, with an

interim report at the 1990

Interim Meeting of the House
and a full report at the 1991

Annual Meeting; and
• take the necessary regulatory

and legislative steps to ensure

that geographic payment
variation be limited to

demonstrable variations in

practice costs as specified in the

OBRA ’89 payment reform
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legislation, that equitable access

to medical care not be

diminished in any area as a

result of any particular GPCI
data or methodology, and that

payment for any service be not

less than 80% of the median of

the national payment schedule

amount for that service.

Health Access America

The AMA House of Delegates

filed an information report

describing the status of “Health

Access America,” which integrates

AMA policies into one cohesive

approach to build on the strengths

of the U.S. health-care system and

address its significant weaknesses.

The report outlined several

categories of medical care

expenditures over which physicians

have little or no control; itemized

additional issues that contribute to

medical care expenditures, e.g.,

increased aging of the American
population, new medical

technologies, federal/state

regulations, poverty, alcohol and
drug abuse, and violence; and

AMA efforts to educate the public.

Additionally, the House of

Delegates adopted several

resolutions that call on the AMA
to:

• encourage all county, state and

specialty societies to endorse

and support the elements of the

AMA Health Access America
program, and that such efforts

should involve the active

promotion and dissemination of

this program at the local grass-

roots level;

• be sensitive to the needs of

small business, the self-

employed and rural citizens as

they develop more specific

proposals in the Health Access

America plan;

• begin immediately to seek

comprehensive reforms to

reduce the administrative

inefficiencies, burdens and

expenses involved in paying for

health-care services; and

• urge that proposals to increase

access to health care also

address the need to reduce

administrative costs and
burdens.

RU-486 Availability

Tha AMA House of Delegates

adopted a resolution to expedite

legal availability of RU-486, an

antiprogesterone, for appropriate

research and, if indicated, clinical

practice. The resolution stated that

using the drug to terminate early

pregnancy “constitutes a

potentially signficant medical and
public health gain in terms of

safety, efficacy, ease of use, cost

and privacy of the physician-

patient relationship.” It further

noted the drug’s safety and
efficacy in European tests, and its

potential in treating breast cancer,

gynecological malignancies and

inducing labor as additional

reasons for expediting RU-486 into

U.S. clinical trials. Additionally,

the House of Delegates agreed that

the potential for a black market in

RU-486 in the United States is

very real, with women’s health

activists already vowing to import

the drug for use by American
women, thus exposing them to the

dangers of non-physician-

supervised use of the drug.

Animals in Biomedical Research

The AMA House of Delegates

adopted a substitute resolution

that called upon the AMA to:

• communicate its strong support

of the appropriate and humane
use of animals in research and

commend HHS Secretary

Sullivan for his public support

of such research that benefits

the health and well-being of

humans and animals.

• encourage its members to make
every effort to inform their

patients, community groups,

legislators and the media that,

while the use of non-animal

models in research is desirable

when possible, the continued

use of animals is critical for the

development of new and more
effective medical treatments of

disease for both humans and
animals;

• provide reasonable and

appropriate assistance to

researchers whose projects have

been hampered by animal

activist groups; and
• establish a repository of

information concerning such

research delays and provide an

evaluation of the impact of

these delays to the AMA
members and the public.

Regulation of Physician Office

Laboratories

The AMA House of Delegates

adopted a Board of Trustees report

that informs the House members
of the proposed regulations

published by the Health Care

Financing Administration to

implement the laboratory

certification program established in

1988 (CLIA-88). The report noted

that AMA staff is working with

members of the councils on
legislation, medical services and

scientific affairs to develop

positions on the numerous issues

raised by these regulations. In

addition, the Board of Trustees

intends to continue to work with

Congress, HCFA, the Commission
on Laboratory Assessment, and

other medical and laboratory

groups for the purposes of making

the regulations for physician office

laboratories reasonable, based on

scientific data, and responsive to

the goals of improving services to

patients.

The Board is well aware of the

strong interest of physicians in the

final outcome of these proposed

regulations, which will affect

timely access by physicians and

patients to essential medical

services. Inappropriate regulation

will force closure of numerous

physician office laboratories and,

as proposed, rural hospital

laboratories also will be
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jeopardized to the detriment of

patients.

Further, the AMA House of

Delegates adopted an amended
resolution on the subject that calls

on the AMA to:

• continue and intensify its efforts

to seek appropriate and
reasonable modifications in the

proposed rules for

implementation of the Clinical

Laboratory Improvement Act of

1988.

• communicate to Congress and
HCFA the positive contribution

of physician office laboratory

testing to high-quality, cost-

effective care so that through

administrative revision of the

regulations, clarification of

congressional intent and, if

necessary, additional legislation,

the negative impact of these

proposed regulations on patient

care and access can be

eliminated;

• continue to work with Congress,

HCFA, the Commission on
Laboratory Assessment, and
other medical and laboratory

groups for the purposes of

making the regulations for

physicians’ office laboratories

reasonable, based on scientific

data, and responsive to the goal

of improving access to quality

services to patients; and
• encourage all components of the

federation to express to HCFA
and members of Congress their

concerns about the effect of the

proposed rules on access and

cost of laboratory services.

IRS Pension Regulations

The AMA House of Delegates

adopted a substitute resolution

that calls on the AMA to:

• use all appropriate resources,

including legal action if

necessary, to seek changes in the

proposed IRS regulations

regarding pension and profit-

sharing plans;

• inform and educate physicians

about the effects of the

proposed IRS regulations;

• seek a delay in the effective date

of the proposed regulations, and
if adopted, see that they are

applied prospectively; and
• seek legislative redress, if

necessary.

Posting of DUI Laws Where
Alcohol is Sold

The AMA House of Delegates

adopted an amended resolution

that calls for the AMA to draft

model legislation requiring state

motor vehicle licensing bureaus

and any store, restaurant or bar

that sells alcohol, to post local

DUI penalties.

There are many excellent reports

presented to the House of

Delegates at each meeting,

covering a wide range of subjects

Dr. Abromowitz elected to

AMA Council post

H erman I. Abromowitz,

MD, Dayton, a past

president of the Ohio State

Medical Association, was elected

to serve on the AMA Council on
Medical Service this past June,

during the AMA’s Annual Meeting

in Chicago.

The AMA Council on Medical

Service is a 12-member body,

responsible for studying and
evaluating the social and economic
aspects of medical care. In

addition to researching these areas,

and suggesting recommendations
for consideration by the AMA
House of Delegates, it also advises

state and medical specialty

societies on changing conditions in

health care delivery.

Dr. Abromowitz has been in

private practice for over 30 years,

both in the areas of family

practice and occupational

medicine. He is currently the

Medical Director of the Industrial

Medical Center in Dayton, and a

clinical professor in the

Departments of Family Practice

and Community Health at the

Wright State University School of

Medicine.

In addition, Dr. Abromowitz has

been active in organized medicine.

He has served as a member of the

Ohio delegation to the AMA since

1981 and serves on the Executive

Committee of the AMA Forum on

Herman I. Abromowitz, MD

Medical Affairs. He is also a

member of the Steering

Committee of the Organization

of State Medical Association

Presidents.

On the state level, Dr.

Abromowitz serves as a member
of OSMA’s Task Force on

Professional Liability and has

chaired the OSMA Leslative

Committee for the past three

years.

Dr. Abromowitz was President

of the OSMA from 1985 to 1986.
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AMA

that are of interest to physicians.

These reports, prepared by the

AMA Board of Trustees, councils,

committees and staff, contain a

wealth of information.

A listing, by title, of some of

the reports follows. If you would
like a copy of these reports, please

contact the OSMA office.

1. Update on Adolescent Health

2. Repeal of Religious

Exemptions in Child Abuse
and Medical Practice Status

3. Compensation for the Medical

Staff for Committee Work

4. Expansion and Refinement of

the Resource-Based Relative

Value Scale: Status Report

5. Practice Parameters

6. Legal Interventions During

Pregnancy: Court-Ordered

Medical Treatment and Legal

Penalties for Potentially

Harmful Behavior by Pregnant

Women
7. National Practitioner Data

Bank
8. Fundamental Elements of the

Patient-Physician Relationship

9. Financial Incentives to Limit

Care: Ethical Implications for

HMOs and IPAs

10. Distinctions Between National

and Intrastate Providers of

Continuing Medical Education

11. Resident Training in Varied

Settings

12. Closure of Rural Hospitals and
Medicare’s Prospective Pricing

System

13. Peer Review Organization

Program Status

14. Hospital Cost-Shifting

15. Health Effects of Radon
Exposure

Please send me the following AMA report(s) listed in the Summary of Actions Report of the 1990 AMA Annual
Meeting.

Report Number(s):

Name:

Address:

Mail to: Ohio State Medical Association

1500 Lake Shore Drive

Columbus, Ohio 43204-3824

A Matter of Conscience (continued from page 715)

dignity, with principles of

compassion and humanism. Mercy
killing destroys patient confidency

in the doctor/patient relationship

— a partner for life. No one ever

said living a moral life would be

easy. Of all the jobs a physician

may have, perhaps the most

difficult at times is that of caring

for the dying patient. It can drain

us physically and emotionally to

see patients who are losing the

battle for life. In clinical practice

there will always be difficulty in

determining just when the dying

process begins (at birth?). Each

case must be considered on an

individual basis. There is a certain

point in dealing with critically ill

patients when it becomes apparent

to a reasonable physician that

nothing can be done to prevent

inevitable death.

“Killing for mercy” may only

reduce the perceived demands on

our own compassion for the dying.

A social policy that permits

regularized mercy killing also could

have a serious, cumulative impact

on health-care standards regardless

of the motives in individualized

cases. The formulation of social

standards (laws) to regularize

mercy killing could very quickly

relieve the medical community of

its obligation to provide good care

of human life.

I think it is a tragic irony to

speak of “compassionate killing”

when the aged, the dying, the

infirmed patient may have been

starved for compassion for many
years, as testified by increasing

suicide rates in the elderly, by

depression, fear of dying and

hopelessness. Should we not be

developing clinical skills to sustain

and support life mercifully and

with dignity rather than killing for

mercy? OSMA

Dr. Gricoski is a member of the

OSMA Young Physicians Committee.

H
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MEMBERSHIP

The impending threat of universal

health care was all this county society

needed to boost membership . . .

Canadian Threat Yields

New Members
By Michelle J. Carlson

T he threat of a national

health-care system has

finally benefited the house

of medicine — it’s recruited new
members to the Academy of

Medicine of Cleveland.

In June, the Academy sent a

letter to 1,400 area physicians that

asked, “Are we, the physicians of

the United States, doomed to

repeat the mistakes of physicians

in Canada?” The letter, which was
signed by Academy president O.

David Solomon, MD, also asked,

“Who will speak for your

patients? Who will lead the battle

to prevent the destruction of our

health-care system? Only organized

medicine...can lead the way,” and
included photocopies of headlines

from a recent Cleveland Plain

Dealer series on the Canadian
health-care system.

Some may call these scare

tactics, but Dr. Solomon was
quoted in a separate Plain Dealer

article as saying that “what the

letter points out is that your

freedom to practice medicine is

being threatened.”

“They weren’t intended to be

scare tactics, they were intended to

inform,” says George Reitz, the

Academy’s executive vice president,

adding that “many physicians are

unaware that there’s even an effort

to organize a universal health-care

system in this state.”

The campaign, he says, came in

part in response to the

Plain Dealer’s series. “What we’ve

done in the past — and we
continue to do — are membership
phone-a-thons, where members
come in and phone non-members,”

says Reitz. Every year, the

Academy also sends an issue of its

magazine, Cleveland Physician,

highlighting the benefits of

membership, to non-members.

“Those are the things we do on a

typical basis,” says Reitz. “In this

instance, we thought it was

important to communicate with

non-members. That was the

reasoning behind this.”

Reitz says that the society did

not oppose the series, per se. “We
thought it furthered the debate,

however we thought the series was

slanted toward a universal health-

care system. We think there’s a

better way to go.”

The Academy did recruit

members with the campaign,

though Reitz points out that at the

society, recruiting is an ongoing

project.

“We had a positive response and

our impression, judging from the

responses we received, is that it

was successful,” Reitz says, adding

that “there’s no way to put an

exact number on” how many
members joined as a direct result

of the letter.

To date, the Academy has nearly

4,000 members, or about 73% of

the county’s physicians, according

to Reitz. In time, it would like to

see the remaining 27% sign up,

because, as Reitz says, “It’s going

to be the AMA, the OSMA and
the county societies that are going

to affect medicine.” OSMA

Michelle J. Carlson is assistant

editor of OHIO Medicine.
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MEDICAL STUDENT PAGE

Medical Students’ Health
Projects Conference

By Jane L. Uva

I
n the U.S. today, the first

four leading causes of death

are heart disease, cancer, stroke

and unintentional injuries, all of

which can be prevented. 1 Currently,

about one million people in the

U.S. are infected with the human
immunodeficiency virus (HIV) and

the number of cases of AIDS will

continue to increase. 2 Ninety

percent of all new smokers begin

smoking before age 21.
3 These

alarming statistics illuminate the

need for health promotion and
disease prevention in the

communities. Projects, such as the

University of Cincinnati Urban
Health Project, the Wright State

Student to Student Project and the

University of Louisville S.T.A.T.S.

(Students Teaching AIDS to

Students), try to tackle these

eminent health-care issues directly.

But lack of time, finances and

resources often prevent projects

such as these from existing. As a

result, Jane Uva and Rick White
decided to co-chair the first annual

Medical Students’ Health Project

Conference.

The conference took place this

spring at the Dayton Convention

Center. Forty medical students

Jane L. Uva

from 10 different medical schools

in Ohio, Kentucky and Illinois

attended the event. The purpose of

the conference was twofold: to

identify outstanding student

programs to present at the

conference or at the poster session

and to provide information to

initiate, upgrade and operate

community-based health projects.

The students that attended were

welcomed by Walter Reiling, MD,
former OSMA Second District

Councilor.

The morning sessions consisted

of three highlighted projects from

various schools which targeted

different topics and age groups.

The speakers of these contrasting

projects concentrated on the

project’s purpose, project

initiation, funding sources and

student involvement. The Urban
Health Project was presented by its

director, Hillary Peterson. This

project creates opportunities for

medical students to do a summer
internship that focuses on public

service. The director of S.T.A.T.S.,

Michelle Macht, talked about this

AIDS awareness program for the

public and private secondary

schools. The program uniquely

combines ideas from the American

Medical Association, the

University of Kentucky Medical

Student Section and the American

Medical Student Association.

Finally, executive director Bob
Mott and co-director Jane Uva
presented the Wright State Student

to Student Program which is a

health education forum consisting
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of 10 different health-related talks

of interest for kindergarten

through college-age students. What
makes these three different

programs so amazing is that they

are completely designed and

managed by medical students.

One of the highlights of the day

was luncheon speaker Oscar Clark,

MD, vice chair of the Council on
Judicial and Ethical Affairs. Dr.

Clark captured the attention of

the medical students by combining
ethics with the need for more
student/physician involvement in

the communities. He stressed the

importance of communication and
trust within the physician-patient

relationship. He seemed to think

that medical students working in

the communities foster this

relationship by exposing these

students early on to the health-care

needs of the communities.

The afternoon started with six

different workshops, each session

lasting 40 minutes. Students picked

three workshops to attend,

depending on their interest and
need. All six workshops took a

hands-on approach and provided

the medical students with materials

that helped them initiate a

program or upgrade a current one.

The six workshops were

presented by professionals who
specialized in their specific topic.

Doug Evans, associate director of

OSMA Department of

Communications, gave a workshop
on Public Relations/Communication

Skills. The Age Appropriateness

workshop was designed by Rose
Dwight, the community educator

for Planned Parenthood

Association. Leon Bey, the grants

librarian for the Dayton Public

Library, planned a workshop on

Funding Sources/Proposal Writing.

The Audiovisual Development
workshop was presented by Ken
Budsnick, the assistant director of

Media Services for Wright State

University. Publishing/Statistics

was delivered by Ronald Markert,

professor of medicine at Wright

State University. Finally, the

Project Initiation workshop was

developed by Kathy Gutman and

Joe Leithold, who were the AIDS
group leaders for Wright State’s

Student to Student Program.

Following the workshops, a

brainstorming/evaluation period

took place. All of the evaluations

ranked the highlighted projects as

either “exceeds requirements” or

“exceptional.”

The conference ended with a

display of the medical schools’

various projects and a wine and
cheese reception, which allowed

students to share ideas about their

projects with each other. Many of

the schools were able to take home
new ideas after the reception was

over. Consequently, the Wright

State Student to Student Program
developed a national clearinghouse

so that schools from all over the

U.S. could have access to the

program’s slides, manuals, outlines

of the talks and videotapes. The
clearinghouse began July 1, with

NEOUCOM being the first school

on the waiting list. A second

conference has been scheduled

January 26, 1991 at the Dayton
Convention Center. The
chairperson will be Cindy Hansel

from Wright State University. This

conference will be an annual event

that will travel between the

different medical schools in Ohio.

In an interview with past

Surgeon General C.E. Koop, MD,
the author asked Dr. Koop for his

impression of the Medical

Students’ Health Projects

Conference. Dr. Koop responded

by saying,

“I have done nothing but

applaud you to your face and
elsewhere because I think you

have brought a refreshing breeze

into medicine. You are quite

unlike your predecessors, of say,

20 years ago. I think you have

looked closely at major health

issues and guided even the

AMA in some of its decision-

making such as AIDS and
smoking. I think you are a

group of people who
understand the social

implications of disease and you

recognize that as physicians you

can’t cure everything in the

world’s problems, but you do

recognize that the

socioeconomic conditions of the

community have an awful lot to

do with the outcome of health.

So I think that you go along

the way you’ve been going and
you’re on the right tract.”

The author of this article would

like to thank all those that made
this conference a success. The
financial sponsors were: The
OSMA-MSS (Medical Student

Section), Montgomery County
Medical Society, Upjohn, Wright

State University School of

Medicine, and University of

Cincinnati Urban Health Project.

Dave Torrens, associate drector of

the OSMA Department of

Administrative and Education

Services, was an unending source

of support. All of the committee

members as well as the workshop
directors who gave their time and

effort freely deserve many thanks.

Finally, the author would like to

thank Rick White, the other co-

chair, who sacrificed many hours

of study time to work on the

conference. OSMA
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OSMA Salutes Ohio’s

Outstanding Team
Physicians — 1990

T he Joint Advisory

Committee on Sports

Medicine has once again

presented its Outstanding Team
Physician Awards. Recipients and
presenters are pictured below.

1.

Recipients of the 1990 Ohio
Outstanding Team Physician

Awards are shown with presenters

from the Joint Advisory

Committee on Sports Medicine,

following the July 12, 1990

program in Canton, Ohio.

Standing, left to right, are Richard

C. Glosh, MD, Lodi; Robert W.
Minick, MD, Oak Harbor; Robert

C. Erickson, II, MD, Canton, a

member of the Joint Advisory

Committee; and Clair Muscaro,

Columbus, commissioner of the

Ohio High School Athletic

Association and a member of the

Joint Advisory Committee. Seated,

from left to right, are Delphis C.

Richardson, MD, Columbus, chair

of the Joint Advisory Committee;

Stanley M. Goodman, MD,
Fairfield; and Maurice E. Mullet,

MD, Berlin. Recipients unable to

attend the banquet were James P.

Antalis, MD, Shadyside and L.

Joe Porter, MD, Zanesville.

2. Robert W. Minick, MD, right,

who has spent 40 years as team

physician for Oak Harbor High
School, received his award from

Clair Muscaro, left, commissioner

of the Ohio High School Athletic

Association and a member of the

Joint Advisory Committee on

Sports Medicine.

3. Maurice E. Mullet, MD, of

Berlin acknowledges his 1990 Ohio
Outstanding Team Physician

Award. Dr. Mullet has served 26

years as team physician for Hiland

High School, Berlin.

4. Twenty-eight years of

dedicated service at Fairfield High
School, Fairfield, Ohio, earned

Stanley M. Goodman, MD a 1990

Ohio Outstanding Team Physician

Award.

5. Richard C. Glosh, MD, of

Lodi, says a few words following

presentation of his 1990 Ohio

Outstanding Team Physician Award
by Delphis C. Richardson, MD, of

Columbus, chair of the Joint

Advisory Committee on Sports

Medicine. Dr. Glosh has

volunteered his services as team

physician to Cloverleaf High

School, Lodi, for nearly 30 years.

(Photos and text by Robert Clinger)
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LOSS AWARENESS BULLETIN

Failure to Diagnose: A
Key Element in Malpractice

F
or nearly all medical

specialties, the risk of a

lawsuit from “failure to

diagnose” remains a major factor

in the malpractice arena.

Defense attorneys believe that

many of these claims could have

been avoided — and that

preventive steps might have helped

alert physicians to the dangers of

risk.

Two areas call for continued

attention:

1.) Documentation and

2.) Follow-up and recall systems

Here are some recommendations
that can help in risk prevention:

• A “problem list” should

become part of every patient chart.

Items that can be included are

chronic conditions or diseases, as

well as acute problems being

followed. The list also should

indicate the date when the

problems were identified and when
they were resolved. There have

been instances in which claims of

“failure to diagnose” have

occurred because a problem was
buried under subsequent progress

notes. It is also important to

update a patient’s medical history

regularly.

• For any symptom that could

indicate cancer, the chart should

document the size, location and
description of any lesion. Also

important is a description of

whether the lesion is fixed or

mobile and the length of time the

patient indicates it has been

present.

• Document any

recommendations made regarding

testing (Pap smears, mammograms,
occult blood, sigmoidoscopy,

hypertension screening). If the

patient refuses the test, document
this in the chart, as well as that

the patient has been advised of

possible outcomes if the tests are

refused.

• Include information in the

patient record of any instructions

that were given regarding follow-

up, referral to a specialist or the

need for further testing.

• In “failure to diagnose” cases,

contributory negligence can

become a key factor. If a patient

does not follow instructions or

doesn’t return for follow-up visits,

this needs to be documented.
• Many physicians find that the

“rule out” (differential diagnosis)

approach to patient charting is

desirable. This documents that the

physician has considered the worst-

case scenario, based on the

symptoms. If such information is

not included in the chart, it may
be more difficult to prove in court

that the possible diagnosis was

considered.

• Similarly, it is important to

document “negative factors” that

describe why a more serious

diagnosis may be unlikely. A
patient may call with symptoms
that could either indicate a

common disease process, or a

major illness (upper respiratory

infection or meningitis? indigestion

or heart attack?).

• The office also should have an

effective protocol to contact

patients concerning abnormal test

results. The greater the severity of

the results, the more intensive the

mechanism needs to be for

subsequent contact.

• Reports of tests should never

be filed in the chart without proof

that the physician has seen them.

Claims attorneys indicate that

lawsuits have resulted when lab

reports were filed in the chart

before the physician had reviewed

them.
• A listing/log of tests also can

be included in the patient chart,

with the date of the test;

identification number; and the

date the results were received. This

can quickly show if any test report

is missing.

• Finally, documentation of

telephone conversations with

patients is important. The chart

should include the actual time of

continued on page 708
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COUNCILOR REPORT

First District

Activities in Cincinnati
By K. William Kitzmiller, MD

T he Academy of Medicine of

Cincinnati, under the

leadership of newly installed

President Thomas Todd, MD,
recently embarked on a new year

with a schedule full of innovative

programs and ideas. Dr. Todd’s

focus for the coming year involves

continuing community education

programs and strengthening the

Academy’s relationship with the

public school system. We have a

number of activities planned to

help him realize his goals.

Plans for the fourth annual

Challenge Cincinnati, scheduled

for Sunday, October 21 at

Anderson High School, are well

under way. This charity sports

event, co-sponsored by the

Academy, Academy Auxiliary,

Greater Cincinnati Hospital

Council and Medical Foundation

of Cincinnati, features a full day

of swimming, basketball and
track activities, along with free

food and music. Funds are raised

by team and individual

sponsorships, patrons, donated

goods and services. The High
School for the Health Professions,

beneficiary of the 1989 effort, has

been targeted again for this year’s

proceeds. Last year’s Challenge

raised more than $157,000 from

K. William Kitzmiller, MD

various segments of the Greater

Cincinnati community, including

physicians, lawyers, pharmaceutical

companies, insurance companies
and banks, to mention a few.

Hundreds of people participated in

the day’s activities, and many of

the same sponsors are already

committed to this year’s event.

In an attempt to keep our

members informed on the latest

developments in the AIDS crisis,

the Academy of Medicine’s AIDS
Education Committee will offer a

general AIDS education seminar

for physicians, medical students

and others who wish to learn the

latest information on AIDS and

HIV. Along with information on
HIV testing, disease management,
community resources and doctor-

patient communication, the

seminar will concentrate on the

concept of shared care between

primary care physicians and AIDS
specialists. Volunteers to teach

about AIDS awareness and

prevention in local schools will

also be recruited from this

program.

In response to our community’s

concerns about emergency medical

care, with specific reference to

“Do Not Resuscitate” (DNR)
orders, the Academy of Medicine’s

Emergency and Disaster Services

Committee convened an ad hoc

committee to study the

appropriateness of orders limiting

emergency treatment and to

recommend a procedure to be

followed by EMS personnel. With

the movement toward home health

care, hospice arrangements and

living in extended care facilities,

there is an increasing likelihood

that emergency medical services
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personnel will be called to aid

individuals who have requested

that they do not be resuscitated.

There is no generally accepted

method in the Greater Cincinnati

area at this time for an individual

to express this wish in a standard,

easily interpreted manner for

emergency care providers.

Guidelines for DNR orders have

been proposed and approved by

the Academy, and a broad-based

community group will be called

together to review the guidelines

and develop an official document.

The Academy is in the

preliminary stages of developing a

central data gathering program
similar to one operated by the

Academy of Medicine of

Columbus and Franklin County. A
number of local hospitals have

expressed interest in the program
and are working with the Academy
on the creation of a universal

application form. This program is

open to participation by all

interested hospitals, and will offer

physicians a simplified method of

applying for hospital staff

privileges.

Recognizing the need to enhance

communication between physicians

and managed health-care plans,

Dr. Todd created the Joint HMO
Medical Directors/Academy of

Medicine Committee. Meeting on a

regular basis for almost a year,

this committee has provided a

forum for the discussion of

common problems and concerns,

helping physicians understand the

various aspects of HMO
contracts/management and helping

HMO medical directors understand

problems incurred by physician

providers. Academy members were

encouraged to submit general

In an attempt to keep

our members informed

on the latest

developments in the

AIDS crisis, the

Academy of Medicine’s

AIDS Education

Committee will offer a

general AIDS
education seminar . . .

HMO questions, which were

answered by plan medical directors

and published in the Academy’s
monthly newsletter. An Academy
program on managed care issues

and concerns, co-sponsored by the

plans, is likely to be on our spring

1991 calendar.

The Academy of Medicine and
Cincinnati Bar Association have

maintained a unique and close-

working relationship over the past

five years, with the Academy now
having voting members on the

Bar’s Joint Committee of the

Cincinnati Bar Association and

Conference with the Academy of

Medicine. Three subcommittees,

each co-chaired by a physician and
a lawyer, have been formed to

address a number of issues

important to both professions. The
first of these is the Alternative

Dispute Resolutions Committee,

charged with studying the issue of

disputes arising between the legal

and medical professions, with

particular emphasis on medical

malpractice. Another subcommittee

is developing drug information and
educational programs to be

presented in the local school

system, complementing a joint

AMA/ABA program. The third

subcommittee is working to

develop guidelines for determining

the value of physicians’ time when
giving depositions or being

involved in other law-related issues.

(Note: This effort will not produce

a fee schedule for these activities.)

First District physicians continue

to be interested in medical

legislative issues. In lieu of an

OSMA legislative update in our

district, John Van Doom, Director

of State Legislation, will be

attending our October Council

meeting to give an update on

current medical legislative issues

and present information on

upcoming elections. His comments
will be made available to all

members of the First District.

Our delegates and alternate

delegates recognize the importance

of their representation at the state

and national levels of organized

medicine. At the 1990 OSMA
Annual Meeting, 40 physicians

representing the eight First District

counties were present in Cleveland

to discuss more than 80 resolutions

submitted to the House, six of

them by the First District. Five of

our resolutions passed, one of

them in slightly modified form.

As newly elected Councilor of

this First District, I hope to be

able to provide the leadership,

dedication and concern shown by

my predecessor, Stanley J. Lucas,

MD. OSMA
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MEDICAL EPONYMS

Job’s Syndrome
(granulomatous disease variant)

By Alvin Rodin, MD and Jack Key

T he designation of Job’s

Syndrome was first applied

in 1966 to two girls who
were afflicted with recurrent,

staphylococcal skin abscesses since

birth, with no known predisposing

conditions. 1 In 1969, the syndrome
was reported to be a variant of

chronic granulomatous disease of

males, both having recurrent

staphylococcal infections with a

normal defense system, except that

neutrophils are unable to destroy

some species of bacteria. 2 Job’s

Syndrome has only been reported

in females, and chronic

granulomatous disease usually only

in males. The usual inheritance is

sex-linked.

Job was a God-fearing biblical

hero who was inflicted with many
disasters, including illnesses, by

Satan or his representative in order

to prove to God that there was no

human who had absolute,

enduring faith.
3 Of the many

calamities that Job endured, the

most painful were boils. “.
. . My

skin closeth up and breaketh out

afresh.”

The description of Job’s skin

disease is sufficiently vague to have

generated many interpretations. A
19th century example was
diagnosed as a severe case of

varioloid (small-pox), especially as

it lasted for seven days. 4 To

support a diagnosis of yaws. Levin

pointed out that “boil” is not an

accurate translation of the Hebrew
word “shechin”; more likely it is

an ulcerative and suppurative

lesion. 5 Job’s disease has also been

attributed to pemphigoid or

parapemphigus. 6 Another
interpretation is leprosy,

7 which

has also been called St. Job’s

Disease. 8 Even Behget’s disease has

been labeled as Job’s Disease. 9

Other possibilities are the rare

dermatitis herpetiformis,10 and a

syphilis-yaws complex, called

Manes Ayoub (the malady of Job)

in Egypt.11

Also incriminated as Job’s skin

condition have been vitamin

deficiency diseases such as

pellagra12 and scurvy.13 Proposed

has been a psychosomatic

dermatitis,14 which may have

contributed to Job’s depression. 15

It was even suggested that Job

suffered from syphilis.
16 Perhaps

this is why the ward for venereal

patients in St. Bartholomew’s

Hospital was called Job’s Ward in

the 18th and 19th centuries.
17 Kahn

has written a book on the

psychological interpretations of

Job’s illnesses.
18 He was certainly

one of the first individuals in

literature to be afflicted with a

skin disease that caused

considerable anguish.19

The Jobian theme has been

transferred to our age in two plays,

McLeash’s “J.B.” 20 and Neil

Simon’s more humorous “God’s
Favorite.” 21 Anyone who patiently

lives a life of affliction is called a

Job. 22 For close concordance

between the source and the

eponym, a Job should also be “a

wholehearted and upright man,
one that feareth God, and shunned

evil . .
.” 3 There is, however, the

persisting connotation that illness

is a punishment by God for sins.

Boils have been called Job’s

Comforters. 22 More generally this

phrase refers to “anyone who tries

to make you feel worse while

purporting to make you feel

better.” The seeds of Coix

lachryma are called Job’s tears by

natives of Papua because they are

worn as a necklace by widows in

mourning, presumably representing

Job’s separation from his family.
14

A jobation is a long, tedious

scolding, 22 and a Job’s wife is one

who does so.

Job is the name of a tapestry

made from a painting by Chagall

continued on page 708
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OBITUARIES

FRANK BATSCHE, SR., MD,
Mason; University of Cincinnati

College of Medicine, 1931; age 86;

died July 18, 1990; member OSMA
and AMA.

ALTON G. CUMMINGS, MD,
Brook Park; New York Medical

College, New York, NY, 1932; age

87; died July 22, 1990; member
OSMA and AMA.

WILLIAM H. FALOR, MD,
Akron; Case Western Reserve

University School of Medicine,

1938; age 79; died July 27, 1990;

member OSMA and AMA.

MAURICE GREENBERGER,
MD, Canton; New York Medical

College, New York, NY, 1934; age

83; died July 26, 1990; member
OSMA and AMA.

IAN B. HAMILTON, MD, Delray

Beach, FL; Ohio State University

College of Medicine, 1927; age 87;

died July 7, 1990; member OSMA
and AMA.

JOHN F. HENDERSON, MD,
Akron; University of Pittsburgh

School of Medicine, Pittsburgh,

PA, 1925; age 91; died June 30,

1990; member OSMA and AMA.

GEORGE W. MCCLURE, MD,
Cincinnati; University of

Cincinnati College of Medicine,

1922; age 93; died July 10, 1990;

member OSMA and AMA.

JOHN W. MCFADDEN, MD,
Scottsdale, AZ; University of

Baltimore School of Medicine,

Baltimore, MD, 1951; age 62; died

July 19, 1990; member OSMA.

NICHOLAS SALISTEAN, MD,
Canton; Institutul de Medicina si

Farnacie, Cluj, Romania, 1944; age

72; died August 10, 1990; member
OSMA and AMA.

JOHN T. TOPPEN, MD,
Harrison; Indiana University

School of Medicine, Indianapolis,

IN, 1950; age 70; died June 7,

1990; member OSMA and AMA.

ARTHUR L. TURNER, MD, Ft.

Lauderdale, FL; Jefferson Medical

College of Thomas Jefferson

University, Philadelphia, PA, 1920;

age 97; died July 15, 1990;

member OSMA and AMA.

THOMAS C. VERSIC, MD,
Cincinnati; Medical College of

Wisconsin, Milwaukee, WI, 1962;

Update

information on a practitioner may
give a plaintiff’s attorney or pro se

plaintiff access to the information

in the data bank.

CONFIDENTIALITY OF DATA
BANK INFORMATION

Information reported to the data

bank is considered confidential and
may not be disclosed except as

specified in the data bank regulations.

Violations are enforced by the

Inspector General’s Office of the

Department of Health and Human
Services through civil money
penalties. For each violation of

confidentiality, a civil money penalty

of up to $10,000 can be levied.

Persons or entities who receive

information from the data bank
either directly or indirectly, are

subject to the confidentiality

provision.

Personnel who receive the

information and hospital officials

who subsequently review it during

the employment process are subject

to confidentiality provisions. The
confidentiality provisions do not

apply to the original documents or

records from which the recorded

information is obtained. Thus,

these documents are not barred or

age 53; died June 1, 1990, member
OSMA and AMA.

ERIC VON BAEYER, MD,
Cleveland; Medizinische Fakultaet

der Universitaet Heidelberg,

Heidelberg, Baden-Wurttemberg

Germany, 1932; age 81; died

February 2, 1990; member OSMA
and AMA.

RICHARD H. WALLACE, MD,
Chapel Hill, NC; Ohio State

University College of Medicine,

1928; age 85; died July 9, 1990;

member OSMA and AMA.

restricted from release by the

entity taking the adverse action

or making payment in settlement

of a written malpractice

complaint or claim.

Individual health-care

practitioners who obtain

information about themselves

from the data bank are permitted

to share that information with

whomever they wish.

If you have further questions

or comments concerning the

National Practitioner Data Bank,

reporting requirements or other

general questions, please contact

the Department of Legal Services

at (614) 486-2401. OSMA

Douglas Graff, JD, is associate

counsel for the OSMA’s
Department of Legal Services.
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Now Say Yes to your

YES.. we can reduce your pain by at least 50%.

YES.. we can increase your function by at least

50% and let you regain control of your life.

YES.. we can discontinue addictive medications
and control the problem through an interdisciplinary

approach involving medical management, behavioral
medicine and physical therapy.

And, yes, we do discharge the patient to the referring

physician. Most programs are conducted on an
outpatient basis.

Approved by the Commission on Accreditation of Rehabilitation Facilities.

FFV
r F

UNIVERSITY PAIN
CONTROL CENTER

University Medical Arts Building
222 Piedmont Street, Suite 8100
Cincinnati, Ohio 45219 * 513/475-8500

Medical Equipment Leasing
— Find out how sensible it really is!

High technology equipment allows you to

provide quality medical care right from your

office. But it comes with some expense and

risk. What makes diagnostic and economic

sense today may not in five years.

Bell Atlantic TriCon Medical Finance can answer

the difficult questions with a variety of finance

options that help you acquire what you need

economically. With our leasing program you can

have the use of state-of-the-art medical

equipment without having to second guess the

future. At the end of the lease period, you can

decide if the equipment is still valuable to you. If

it is, you can purchase it at a pre-determined

price. If it is not, simply return it to Bell Atlantic.

We know how to take the pain out of equipment

acquisition. Call for a comparative quote and

special low member rates.

Ohio State
Medical

Association

For financial pain

A member service offered through

©Bell Atlantic
TriCon Leasing

Medical Finance

relief call: 1 -800-322-
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SCIENTIFIC

SKIN CANCER: A REVIEW WITH CONSIDERATION OF TREATMENT
OPTIONS INCLUDING MOHS MICROGRAPHIC SURGERY

David R. Lambert, MD
Ronald J. Siegle, MD

A review of basal and squamous cell carcinoma of

the skin is presented with emphasis on treatment

modalities. A series of 312 cases of skin cancer is

presented in which Mohs micrographic surgery was
the treatment. This technique is indicated for tumors
that are 1) recurrent; 2) on anatomic sites with a high

risk for recurrence; 3) of large size; 4) of aggressive
histologic type; 5) incompletely excised; or

6) present on important functional or asthetic areas.

Introduction

Patients and physicians are increasingly aware of the problem

of skin cancer. Non-melanoma skin cancers, which include basal

and squamous cell carcinomas, now number over 500,000 per

year in the U.S., and the number is growing. Basal cell carcinoma

is the most common malignant neoplasm in humans. While less

common, squamous cell carcinoma of the skin is also frequently

seen. Melanoma, the third most common type of skin cancer,

has been dramatically increasing in incidence for decades. In

this review, we consider the non-melanoma skin cancers, and
focus on management of difficult and recurrent lesions.

Basal and squamous cell carcinomas are most common in

middle and late adult life. Besides age, risk factors include: high

levels of sun exposure and other ionizing radiation accumulated

throughout life as well as fair skin type. Those who have a fair

complexion and tan poorly are most vulnerable, while blacks

and other dark-skinned persons are relatively protected. At least

one-third of patients who have had a basal cell carcinoma will

develop a second tumor. 1

Skin cancer as a clinical problem is likely to be more prevalent

in the future.
2 The aging of our population will account for much

of the increase. Also, there has been a greater tendency toward

sun exposure in many individuals through outdoor recreation,

as well as vacations and migration to southern latitudes where

solar exposure is more intense. 3 Another concern is depletion

of the protective ozone layer by chlorofluorocarbons, with conse-

quent increase in skin-damaging ultraviolet radiation. 4 Also, the

David R. Lambert, MD, is a Columbus dermatologist;

Ronald J. Siegle, MD, is an assistant professor ofotolaryn-
gology and dermatology at The Ohio State University.

popularity of suntanning by artificial ultraviolet light raises the

very real possibility that this exposure will lead to a greater inci-

dence of skin cancers. Many of these factors have already and
will continue to lower the age of development of these cancers.

Diagnosis

Since one American in seven will be affected by skin cancer,

a high index of suspicion is warranted. 5 Recognizing that patients

may not volunteer complaints of non-healing skin lesions, skin

inspection is helpful in general examinations of middle-aged and

older individuals, especially of sun-exposed areas.

Basal cell carcinoma takes many forms: an open sore that

remains unhealed for weeks; a persistent reddish, scaly patch;

a shiny pink or red skin papule or nodule; or a scar-like area

in the skin. The latter may indicate a “morpheaform” basal

cell carcinoma, a particularly aggressive histologic type.

Squamous cell carcinoma is especially common on the bald

scalp, backs of the hands, lower lip and ears. These tumors also

arise in areas of chronic skin injury, such as burns and scars.

The appearance is often a scaly, thickened reddish plaque or

ulcer.

The main problem with skin cancers is their progressive local

growth and invasion. If undetected or neglected, they may
become large and locally destructive, compromising both appear-

ance and function, especially on the face. Metastases are relative-

ly uncommon, although and squamous cell carcinomas are more

likely to metastasize than basal cell carcinomas.

If a patient is suspected of having skin cancer, an early skin

biopsy is warranted. An adequate skin specimen is removed from

the possible tumor by shave, punch or excisional biopsy tech-

nique using local anesthesia. The clinician should obtain a diag-

nosis including histologic type and, importantly, some appraisal

of pattern of growth and depth of invasion. Categorization of

basal cell carcinoma growth pattern (aggressive or non-aggres-

sive, circumscribed or non-circumscribed) allows better treatment

planning. For example, the morpheaform basal cell carcinoma

needs special attention because of its tendency to invade deeply,

spread widely, and have clinically indistinct borders.

Treatment
The primary goal for the management of skin cancer is total

eradication of the tumor. Aesthetic or functional concerns are

secondary if they necessitate a compromise that may lead to

increased recurrence rates. Treatment modalities include various
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FIGURE 1

MOHS MICROGRAPHIC SURGERY

@Tumor debulking by curettage (2) Scalpel excision of thin disc

of tissue
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©View from above

Beveled edge

Score marks

surgical techniques and radiation therapy.

Radiation is primarily used for elderly or debilitated patients

who cannot tolerate surgery. It can produce cures with good cos-

metic and functional results. Surgical treatment of skin cancer

is generally an outpatient procedure using local anesthesia. Elec-

trosurgery (electrodesiccation with curettage) is useful for many
small- or medium-sized, well-defined cancers (less than 1.5 cm)
or superficial basal cell carcinomas. Healing is by second inten-

tion. The use of liquid nitrogen for cryosurgery of skin cancer

has been successful for the same range of tumors as electrosur-

gery. Both modalities tend to produce hypopigmented scars,

which are usually acceptable to the patients.

Surgical excision of skin cancer, generally with primary

closure of the wound, offers several advantages. An intact speci-

men is obtained, which allows examination of the adequacy of

resection unlike the modalites discussed above. Repair of the

defect often achieves good to excellent cosmetic and functional

results. Healing time is shorter than with the destruction

methods. However, compared to these methods, excision is more
time-consuming, technically more difficult and more destructive

of surrounding normal tissues. Cure rates for all of these modali-

ties are 90%-95% for low-risk primary basal and squamous cell

carcinoma but only 50%-80% for recurrent tumors. 6

Mohs micrographic surgery is a step-wise process of layered

tumor excision guided by detailed tissue mapping based on hori-

zontal frozen sections. First developed by Dr. Frederick Mohs
in the 1930s and modified in the 1970s, the technique has become
the treatment of choice for recurrent and difficult primary skin

cancers. Cure rates are near 99% for all primary basal cell carci-

nomas treated, and 96% to 98% for recurrent basal cell carci-

nomas, which exceeds the cure rates for all other modalities.

Incompletely excised and recurrent squamous cell carcinomas

are cured at a rate of 94%. 7

Mohs Micrographic Surgical Technique (Figures 1-3)

In brief, the procedure is one of step-wise scalpel or laser

FIGURE 2
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excision of the tumor in layers guided by histologic sections and

detailed maps. It differs from a standard surgical excision with

vertically cut frozen section margins in several important aspects.

In each stage of excision a 1-3 mm margin of tissue is removed

as necessary as a single saucer-shaped disk specimen using local

anesthesia. This morphology allows horizontal frozen-section

processing of the entire three-dimensional margin of the speci-

men, i.e. all lateral and deep edges. Because the Mohs surgeon

maintains orientation of the specimen, maps it as it is removed,

and interprets his own histologic sections, a precise method of

tracking any remaining tumor in subsequent stages is achieved.

The increase in the amount of margin examined microscopically

(horizontal sections — 100%) as compared with standard histo-

logic processing (vertical sections — <1%), combined with map-

ping the lesion for histologically directed staged re-excision, pro-

duces the high cure rates of this technique.

Method
One of the authors (RJS) is a dermatologic surgeon with spe-

cialization in skin cancer treatment and Mohs surgery. We have

reviewed the records of all patients referred to and treated at

the Ohio State University by Mohs micrographic surgery during

1988.

Results

A total of 312 skin tumors were treated by Mohs surgery

(Table 1). The majority, 248 (79%), were basal cell carcinomas,

which reflects the overall incidence of this type of tumor. Primary

lesions were 145 (59%) and recurrent lesions 103 (42%). Baso-

squamous carcinoma, considered a variant of basal cell carci-

noma, numbered seven lesions (2.2%).

Basal cell carcinomas treated were mainly on the face for

both primary (93.2%) and recurrent tumors (88.9%). The most

common site of disease was the nose, including 40.6% of pri-

mary lesions and 43.1% of recurrent tumors.

Squamous cell carcinomas totaled 47 (15%), with 28 (60%)
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FIGURE 3 TABLE 1

(D ©
Excision guided by

map of tumor

©
Specimens are processed

and read. If no tumor is found,

surgery is complete. If tumor
positive, additional stages are

taken until margins are clear.

Total tumors 312 (100%)

Basal cell carcinoma 248 (79) (100%)
Primary* 145 (59)

Recurrent 103 (42)

Basosquamous carcinoma 7 (2.2)

Squamous cell carcinoma 47 (15) (100%)
Primary 28 (60)

Recurrent 19 (40)

Bowen’s disease 5 (1.6)

Other tumors: 5 (1.6)

Atypical fibroxanthoma, dermatofibrosarcoma protuberans,

malignant fibrous histiocytoma, microcystic adnexal carcinoma,

lentigo maligna.

includes 16 lesions treated previously with incomplete excision

on pathology, subsequently treated by Mohs surgery as primary

tumors.

primary lesions, 19 (40%) recurrent. Bowen’s disease, squamous
cell carcinoma in situ of the skin, involved five (1.6%). The
remaining five (1.6%) tumors were uncommon lesions. Facial

lesions were also most common with primary (88.1%) and recur-

rent (84.1%) squamous cell carcinomas. Approximately 10% of

all squamous cell carcinomas occurred on the scalp.

Discussion

Mohs micrographic surgery is the preferred treatment for

high-risk primary basal and squamous cell carcinomas including

those in anatomic areas of higher recurrence rates, histologically

aggressive basal cell carcinomas, large tumors (>1.5 cm), tumors

with poorly defined clinical margins, and recurrent tumors.

Studies of the location of recurrent basal cell carcinomas have

defined the anatomic sites at high risk for failure of initial non-

Mohs therapies. These are: nose, lateral forehead, nasolabial

folds, periorbital area and periauricular area. Some of these areas

overlie embryonic fusion planes of the face which provide

avenues for these cancers to invade deeply and, therefore, be

more difficult to extirpate.

In this study, the majority of the tumors were on the face.

This is due in part to the higher incidence of skin cancer on
the face, where sun damage is prominent, and also due to the

cosmetic and functional importance of the face, which makes
Mohs surgery a modality of treatment favored for many such

tumors. By precisely mapping and excising the cancer, the addi-

tional benefit of maximum sparing of healthy tissue is achieved.

The high cure rates for neoplasms treated by the Mohs tech-

nique rest on its unique advantages. Additionally, the combina-
tion of this success in tumor removal with the simplicity of out-

patient office-based surgery makes the technique highly cost

effective. Referral patterns to Mohs surgeons commonly include

family practitioners, internists, dermatologists and many oto-

laryngologists and plastic surgeons. The increased awareness and
acceptance of the Mohs technique now make it available to those

most in need of it. Refinements in instrumentation are simplify-

ing the procedure. New applications (upper aerodigestive tract

malignancies, malignant melanoma) are being tested and early

reports are promising. Scientific advancements in Mohs surgery

are addressed by The American College of Mohs Micrographic

Surgery and Cutaneous Oncology and its official publication,

the Journal of Dermatologic Surgery and Oncology.

Conclusion
Skin cancer is increasingly prevalent in the U.S. population,

mainly due to excessive sun exposure and damage accumulated

over decades. Suspicious skin lesions include non-healing sores

and shiny, pink papules, especially in sun-exposed areas. The
face is particularly at risk. Early diagnosis by skin biopsy is

advisable, and treatment by a variety of surgical methods or radi-

ation can be curative. Mohs micrographic surgery is indicated

for tumors around the nose, eyes and ears due to high risk of

recurrence in these areas. Large tumors, morpheaform basal cell

carcinomas, incompletely excised tumors, recurrent tumors and

tumors in areas of particular cosmetic or functional importance

may best be treated by the Mohs technique.
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CLASSIFIED ADVERTISING

Employment

Opportunities

CINCINNATI AREA — Full/part-time

FP/internist for urgent care center and
two industrial clinics. Occupational medi-

cine experience preferred, not required.

Compensation/benefits negotiable. Con-

tact: OEMC, 621 Mehring Way, Box 502,

Cincinnati, OH 45202, (513) 651-9656.

CLEVELAND/AKRON AREA — Seek

ing full-time and part-time emergency

physicians for low volume facilities within

easy drive of Cleveland and Akron. ACLS
certification and primary care experience

required. Excellent compensation and
malpractice insurance provided. Flexible

scheduling to fit your lifestyle. Incentive

bonuses available. Contact: Karen Remai,

Emergency Consultants, Inc., 2240 S. Air-

port Rd., Room 54, Traverse City, MI
49684; 1-800-253-1795.

FAMILY PRACTICE— Cincinnati sub-

urb, flexible arrangements. Contact (513)

661-1888.

FAMILY PRACTICE OPPORTUNITY
— Excellent opportunity to join a growing

multi-doctor group of Board-certified,

residency-trained family physicians. Excel-

lent location within 40 miles of Colum-
bus, Ohio. Area has high growth and

stability potential in the 1990s. For more
information, call or write Dr. Patrick

Scarpitti, MD, 14 Westgate Dr., NE,
Newark, OH 43055, phone (614) 522-8321.

GENERAL SURGEON, BE/BC WITH
RECENT TRAINING, ENDOSCOPY
EXPERIENCE — Join private practice

in central Ohio rural community of 38,000

with JCAHO-approved hospital. Guaran-

teed income, benefits and incentives will

be discussed with interested candidates.

Send CV to T.K. Park, MD, Box 703,

Coshocton, OH 43812.

INTERNAL MEDICINE BC/BE —
30 minutes from major metropolitan

area, in N.E. central Ohio, progressive

medical staff and growing community
(referral area 100,000 pop.), competi-

tive financial packages, independent or

group practice arrangements. Contact

Molly Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.

INVASIVE (NON-ANGIOPLASTY)
CARDIOLOGIST — Four physician, sin-

gle specialty cardiology group has opening

for a BE/BC invasive cardiologist. The
opportunity involves a general referral

cardiology service including diagnostic

catheterization. Fully equipped cardiovas-

cular labs are expanding and an excellent

cardiovascular surgery program is estab-

lished. The practice serves a large and

expanding regional referral area in Mid-

Michigan. Generous compensation and
early partnership are available. Send CV
to: The Heart Group, P.C., Attn: N. Pol-

zin, 4701 Towne Centre Road, Suite 201,

Saginaw, MI 48604.

MAKE CHOICE A REALITY.
Wanted: Physician to provide abortion

services in Toledo. About 1,600 cases

per year. Flexibility to plan one or two

clinics per week around your full-time

schedule and preferred free time. Back-

up physician available when needed.

Administrative and supervisory tasks

minimal. Professional, competent staff

handles patient preparation, counsel-

ing and education. We are The Center

for Choice — a progressive, caring,

feminist facility serving women in

northwest Ohio and southeast Michi-

gan. Our very name reflects our per-

sonal and political commitment to pre-

serving the right to choose a safe, legal

abortion. Training available. Member
National Abortion Federation. Send

Curriculum Vitae to Carol Dunn,
Center for Choice, 16 N. Huron St.,

Toledo, OH 43604.

MICHIGAN, ANN ARBOR SUBURB —
Primary care specialists needed. Group-

managed practice. Call 1 in 3. First-year

income guarantee, benefits and paid mal-

practice. Call: Wanda Parker, Sr. Associate,

E.G. Todd Associates, 535 Fifth Avenue,

Suite 1100, New York, NY 10017. Toll free

(800) 221-4762. Collect (212) 599-6200.

MULTIFACETED PHYSICIAN
GROUP — Seeking full-time, Board-

certified internist to perform outpatient

clinical services, hospital admission

examinations and consultative care for

inpatients. Our group is affiliated with

Mt. Sinai Medical Center, a major tertiary

care teaching hospital. We offer competi-

tive wages, malpractice insurance and
benefits. Please send your resume in con-

fidence to Kevin L. Trangle, MD, Business

Health Management, Inc., 20690 Lake-

land Blvd., Cleveland, OH 44119.

OBSTETRICS AND GYNECOLOGY —
Group Health Associates, Inc., is a multi-

specialty medical group with six offices

throughout greater Cincinnati. Continued

growth and expansion causes us to begin

now our search for additional Board-certi-

fied/Board-eligible obstetricians/gynecol-

ogists to join our staff July, 1991. Our
group has a strong diversified mix of

private pay and managed care patients.

Our practice environment frees physicians

from the business burdens of practice

management. Our compensation package

is flexible, dependent upon how busy of

a practice a physician would like. Our
fringe benefits are generous, allowing

more than ample time for CME and vaca-

tion and providing more than the basic

insurance needs. If you are interested in

surrounding yourself with well-trained

colleagues in an atmosphere of collegial-

ity, forward your CV to: Search Commit-
tee, GHA, 2915 Clifton Avenue, Cincin-

nati, OH 45220.

OB/GYN, NEW YORK — 32 member
multispecialty group adding third member
to its department of obstetrics and gyne-

cology. First year, six-figure salary, four

weeks vacation, other benefits. Call:

Wanda M. Parker, Sr. Associate, E.G.

Todd Associates, Inc., 535 Fifth Avenue,

Suite 1100, New York, NY 10017. Toll free:

(800) 221-4762, collect: (212) 599-6200.

OB/GYN PHYSICIAN BC/BE —
N.E. central Ohio, 30 minutes from

major metropolitan area, progressive

medical staff and growing community

(referral area 100,000 pop.), competi-

tive financial packages, independent or

group practice arrangements. Contact

Molly Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.
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OHIO: FAMILY PHYSICIAN — BE/
BC, residency-trained. Eastern suburbs of

Cleveland. Join two other Board-certified,

residency-trained family physicians in a

1 '/2 -year-old growing practice. High-

quality ambulatory and inpatient care. No
OB. Faculty appointment available. Excel-

lent compensation and fringes. Contact:

Frank M. Klaus, Director of Physicians’

Services, University Mednet, 18599 Lake-

shore Blvd., Cleveland, OH 44119. In

Ohio: 1-800-228-0834 or (216) 383-7823.

OHIO, NORTHEAST/CLEVELAND —
Emergency department physicians needed

for 20,000 to 40,000 patient volume

hospital emergency departments in greater

Cleveland area. Physician must be Board-

certified in emergency medicine, resi-

dency-trained in emergency medicine or

be Board-prepared in emergency medi-

cine. Salary and benefits package worth

S150K. Full partnership eligibility in two

years. Interested individuals, please sub-

mit CV to: P.O. Box 770551, Lakewood,

OH 44107.

PEDIATRICIAN BC/BE — Progres

sive medical staff and growing com-
munity (referral area 100,000 pop.),

N.E. central Ohio, competitive finan-

cial packages, independent or group
practice arrangements. Contact Molly

Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.

PEDIATRICS — Group Health Asso-

ciates, Inc., is a multispecialty medical

group with six offices throughout greater

Cincinnati. Continued growth and expan-

sion causes us to begin now our search for

additional Board-certified/Board-eligible

pediatricians to join our staff July, 1991.

Our group has a strong diversified mix of

private pay and managed care patients.

Our practice environment frees physicians

from the business burdens of practice

management. Our compensation package

is flexible, dependent upon how busy of

a practice a physician would like. Our
fringe benefits are generous, allowing

more than ample time for CME and vaca-

tion and providing more than the basic

insurance needs. If you are interested in

surrounding yourself with well-trained

colleagues in an atmosphere of collegial-

ity, forward your CV to: Search Commit-
tee, GHA, 2915 Clifton Avenue, Cincin-

nati, OH 45220.

PITTSBURGH AREA — New fee for

service ED group at The Medical Center

in Beaver, Pennsylvania is seeking an asso-

ciate director, full-time and part-time

emergency physicians for this 475-bed

Level II center. Double and triple coverage

during peak periods provides reasonable

patient load. New fast track area, excellent

medical staff back-up, CEN certified ED
nurses, and full administrative support.

Outstanding compensation and paid mal-

practice insurance. Benefit package avail-

able to full-time staff. Board eligibility or

certification in emergency medicine or

primary care specialty, and ACLS re-

quired. Contact: Karen Remai, Emergency

Consultants, Inc., 2240 S. Airport Rd.,

Room 54, Traverse City, Ml 49684; 1-800-

253-1795.

PRIMARY CARE — Several physicians

(IM, FP, OB, Ped) needed to join lucra-

tive, existing practice in ideal suburban

locations. Please call Bonnie Youngblood

at (800) 438-2476.

Classified Advertising Rates

$1.50 per word for regular ads

with bold title, $1.75 per word for

ads appearing in a box. Payment
for the ad must accompany
advertising request. Ads must be

typed. Closing date for classified

ads is first day of month preceding

publication.

The OSMA Journal reserves the

right to refuse or delete classified

ads without explanation and to

refer advertisements of a

commercial nature to the display

advertising department, at the

publisher’s discretion.

Send classified ads to:

OHIO Medicine

1500 Lake Shore Drive

Columbus, Ohio 43204-3824

Attention: Classified Ad Manager
Telephone orders for classified

ads are no! accepted.

Wisconsin

Physicians BE/BC
It's never too late for a new beginning! Dial

1
-800-338-0568 and discover "The Right Choice" for

your medical practice in beautiful Southern Wisconsin.

Specialties

• Allergy
• Cardiology
• Dermatology
• Emergency
Medicine

• Family Practice
• Internal Medicine

• Neurology
• Obstetrics &
Gynecology

• Ophthalmology
• Orthopedics
• Otolaryngology
• Psychiatry

The Monroe Clinic associates provide the highest con-

tinuum for patient care and you have easy access to peers

or specialists for consultation without the distractions of

office management.

For an early prescription to a lasting, equitable partner-

ship, please call or send your curriculum vitae to Robert

Enterline, Physician Staffing Director, The Monroe Clinic,

1515 Tenth Street, Monroe, Wisconsin 53566.

"equal opportunity employer"

AIG The Monroe Clinic
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Classified Advertising

Employment Opportunity

PRIVATE PRACTICE AND OB/GYN
MATERNAL/CHILD HEALTH CEN-
TER — Excellent opportunity for BC-BE
OB/GYN to join one of our OB/GYN
physicians who has opened a private prac-

tice and continues to provide care for

patients of our Maternal/Child Health

Center through a contract with our hos-

pital. Middletown Regional Hospital, a

progressive 310-bed acute care facility, is

conveniently located between Cincinnati

and Dayton. We have recently completed

an extensive modernization program,

including a beautiful Family Birth Center

with 5 LDR’s, Level II nursery, central

fetal monitoring, own C-section room,

C-sections within 10 minutes from emer-

gency notice, 24-hour OB anesthesia,

ultrasound, videolaparoscopy, col-

poscopy, cryotherapy and laser. Excellent

environment, highly skilled, experienced

and dedicated nursing staff. Strong com-
mitment to provide the most up-to-date

OB service. Competitive, guaranteed

salary plus incentive. CV and references

to: (Serious Inquiries Only Please) Jay

Goodman, Marketing Department, Mid-

dletown Regional Hospital, 105 McKnight
Drive, Middletown, OH 45044. Or call

during daytime hours: (513) 420-5071.

UROLOGIST — Group Health Asso-

ciates, Inc., is a multispecialty medical

group with six offices throughout greater

Cincinnati. Continued growth and expan-

sion causes us to begin now our search for

a Board-certified/Board-eligible full-time

staff urologist. Our group has a strong

diversified mix of private pay and man-
aged care patients. Our practice environ-

ment frees physicians from the business

burdens of practice management. Our
compensation package is flexible, depend-

ent upon how busy of a practice a physi-

cian would like. Our fringe benefits are

generous, allowing more than ample time

for CME and vacation and providing

more than the basic insurance needs. If

you are interested in surrounding yourself

with well-trained colleagues in an atmos-

phere of collegiality, forward your CV to:

Search Committee, GHA, 2915 Clifton

Avenue, Cincinnati, OH 45220.

INTERNIST — Part-time to help super-

vise cardiac rehab and office. Position

available in private Springfield, Ohio
office setting. For further details call (513)

323-1404.

PRIVATE PRACTICE OPPORTUNI-
TIES — Exist in southern Indiana affili-

ated with a 590-bed hospital. Specialties

include internal medicine and family prac-

tice. Competitive compensation plan and
attractive partnership arrangement avail-

able. Send CV to Don Hoit, 11222 Tesson

Ferry Rd., Suite 203, St. Louis, MO 63123

or call 1-800-336-3963.

INTERNAL MEDICINE — Group
Health Associates, Inc., is a multispecialty

medical group with six offices throughout

greater Cincinnati. An immediate need

exists for full-time primary care internists.

Continued growth and expansion causes

us to also begin our search for additional

Board-certified/Board-eligible internists

to join our staff July, 1991. Our group has

a strong diversified mix of private pay and

managed care patients. Our practice

environment frees physicians from the

business burdens of practice management.

Our compensation package is flexible,

dependent upon how busy of a practice

a physician would like. Our fringe benefits

are generous, allowing more than ample

time for CME and vacation and providing

more than the basic insurance needs. If

you are interested in surrounding yourself

with well-trained colleagues in an atmos-

phere of collegiality, forward your CV to:

Search Committee, GHA, 2915 Clifton

Avenue, Cincinnati, OH 45220.

Office space

CLEVELAND — Furnished office space

available in University Heights for full-

time rent. For information, call 216-381-

6463.

Position Wanted

ANESTHESIOLOGIST. Available for

vacation coverage. 216-321-1847.

Practice for sale

INTERNAL MEDICINE — Practice for

sale. Physician retiring after 38 years

wishes to sell successful practice. Excellent

opportunity for Board-eligible or Board-

certified physician in internal medicine/

cardiology. Located in S.W. Ohio. Practice

is associated with four area hospitals and

has an excellent referral system. Interested

parties may contact Mr. Gary Geiss, 3052

Queen City Ave., Cincinnati, OH 45238.

PREMIUM SUBURBAN FAMILY
PRACTICE, 10 yrs. old; annual gross

$200,000; creative financing available;

Call Dr. James Fast at (614) 927-1533 after

7 p.m.

WANT TO BUY PRACTICE — General

internal medicine or internal medicine/

cardiology. Reply to Box 227, c/o OHIO
Medicine, 1500 Lake Shore Dr., Colum-

bus, OH 43204-3824.

Seminars

UPDATE IN CARDIOVASCULAR
DISEASE 1990, DECEMBER 6— Med-
ical College of Ohio, Toledo, OH; physi-

cian update in diagnosis, treatment and

management of heart disease patients.

Featured speakers include Drs. David

Benditt, Gary Gerstenblith and Frank

Marcus. Category 1 AMA and AAFP
credit approved. For registration informa-

tion contact Susan Hahn, Office of CME,
Medical College of Ohio, PO Box 10008,

Toledo, OH 43699-0008; (419) 381-4237.

Next month
place your classified

advertisement here . . .
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—
96% of patients

don't ask about

their medicines, 1

but 72% want more

information. 2

Don't disappoint them.

Break
theRx Silence

Barrier

Write for a free “Talk About
Prescriptions” Month Guide

containing “how-to” ideas and

reproducible patient handouts to:

The National Council on Patient
Information and Education

JK 666 11th Street, NW, Suite 810
Washington, D.C. 20001

1 FDA survey, "Patient Receipt of Rx Drug Information", 1983

- A Study of Attitudes, Concerns, and Information Needs for

Rx Drugs and Related Illnesses, CBS Television Network
Consumer Model Survey, 1983

JOURNAL
ADVERTISERS

Air Force 728

American Physicians Life . . .692

Bell Atlantic Leasing 744

Charleston Area

Medical Center 727

Eli Lilly 2nd cover

ICL Leasing 696

Intra Corp 712

Medical Protective Co 694

Monroe Clinic 749

Ohio State University

Hospitals 693

University Pain Control

Center 744

Physicians Insurance

Company of Ohio 691

Roche Laboratories . . . .708, 709

3rd and 4th cover

Swiss Time 701

Turner & Shepard 688

Display Advertising

Those who wish to place an

advertisement 14-page in size or

larger should contact the

appropriate advertising

representative:

Pharmaceutical

Terry Gladman
Lifetime Learning

505 Chicago Avenue

Evanston, Illinois 60202

312-866-7770

Non-pharmaceutical

George Quigley

Camargo Publications

4015 Executive Park Drive,

Suite 304

Cincinnati, Ohio 45241

513-563-9666

A Prescription More and More Physicians Are

Ordering for Themselves.

Last year, an estimated 40,000 U.S. physicians were married to other

physicians. The AMA realizes that there are unique challenges that

come with having a dual-doctor family. That’s why Ohio was chosen

to participate in a two-year pilot study that offers a 25% dues

reduction when both physician members of a medical family join the

AMA. Contact the Ohio State Medical Association at 614-486-2401

for information about this opportunity to cash in on the savings that

could be waiting for you if you qualify.

American Medical Association
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OSMA Notebook

Under investigation? Know your rights . . . The OSMA Legal Department, with the

assistance of the medical board, has developed a brochure that explains your rights and
responsibilities during an investigation by the State Medical Board. To obtain a copy of this

brochure, call or write the Ohio State Medical Association, Legal Department, 1500 Lake

Shore Drive, Columbus, Ohio 43204-3824 (614) 486-2401.

Responding to HCFA’s proposed CLIA regulations . . . The OSMA has received over

200 responses from physicians who are concerned that HCFA’s proposed CLIA regulations,

in their current form, would force many laboratories, especially physician office labs, to

close or severely limit their services. The OSMA, with the AMA and other state medical

societies, has requested through Congress that the comment period on these regulations

be extended to late October. The AMA has prepared a response that individual physicians

may use as a guide in structuring their comments. To receive a copy of the AMA response,

call or write the Ohio State Medical Association, Ombudsman Services, 1500 Lake Shore

Drive, Columbus, Ohio 43204-3824 (614) 486-2401. Address your completed letters to:

Health Care Financing Administration, Department of Health and Human Services, Attn.:

HSQ-176-P, PO Box 26676, Baltimore, MD 21207.

CME hours due at year’s end . . Please remember, Ohio physicians must have obtained

100 hours of continuing medical education credits by the end of the year in order to

maintain their medical licenses. This credit should have been earned between January

1989 and December 1990. Physicians will be asked to certify on their relicensure

application (which will be mailed in the fall) that they have completed the mandatory CME.
The medical board routinely audits physicians to verify compliance. False certification is

fraud and will result in license suspension or revocation. If you have any questions about

your credit hours, contact the Ohio State Medical Board at (614) 466-3934.

OSMA to launch UHIO campaign . . . The OSMA, with the help of county medical

societies, is gearing up to launch a fall and winter campaign to educate the public about

the problems associated with universal health insurance. County medical societies are

being asked to appoint spokespersons who will be trained by the OSMA to speak publicly

on this issue. The OSMA will work with the spokesperson to put him or her before public

groups and to arrange media interviews. The OSMA will keep you updated regarding the

progress of this campaign.
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The patients are yours.

The prescriptions are yours.

Make the prescribing decision yours, too.

Write “DAW” or “Dispense as written”

on your prescriptions.

Specify

The cut out "V" design is a registered trademark of Roche Products Inc

The one you know best.

Copyright 'cj 1988 by Roche Products Inc

All rights reserved
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!s fmoke...there may be bronchitis

Pulvules
250 mg

cefaclor

‘Recent research

has delineated

early, more subtle

changes in lung and
immune functions. These
alterations directly

predispose smokers to

respiratory tract infection.”

Am Fam Phys 1987;36:133-140

Established therapy
for today’s patients

For respiratory tract infections due to
susceptible strains of indicated organisms

Brief Summary.

Consult the package literature for presenting information.

Indication: Lower respiratory infections
.
Including

pneumonia, caused by Streptococcus pneumoniae,

Haemophilus influenzae, and Streptococcus pyogenes

(group A p-hemolytic streptococci)

Contraindication: Known allergy to cephalosporins.

Warnings: CECLOR SHOULD BE ADMINISTERED
CAUTIOUSLY TO PENICILLIN-SENSITIVE PATIENTS.

PENICILLINS AND CEPHALOSPORINS SHOW PARTIAL

CROSS-ALLERGENICITY. POSSIBLE REACTIONS
INCLUDE ANAPHYLAXIS.

Administer cautiously to allergic patients.

Pseudomembranous colitis has been reported with

virtually all broad-spectrum antibiotics. It must be con-

sidered In differential diagnosis of antibiotic-associated

diarrhea. Colon flora is altered by broad-spectrum

antibiotic treatment, possibly resulting in antibiotic-

associated colitis.

Precautions:

• Discontinue Ceclor In the event of allergic reactions to it.

•Prolonged use may result in overgrowth of non-

susceptible organisms.

• Positive direct Coombs' tests have been reported

during treatment with cephalosporins

• Ceclor should be administered with caution in the

presence of markedly impaired renal function. Although

dosage adjustments in moderate to severe renal

impairment are usually not required, careful clinical

observation and laboratory studies should be made
• Broad-spectrum antibiotics should be prescribed with

caution in individuals with a history of gastrointestinal

disease, particularly colitis.

• Safety and effectiveness have not been determined in

pregnancy, lactation, and infants less than one month

old, Ceclor penetrates mother's milk. Exercise caution

in prescribing for these patients

Adverse Reactions: (percentage of patients)

Therapy-related adverse reactions are uncommon.

Those reported include:

• Hypersensitivity reactions have been reported in about

1.5% of patients and include morbilliform eruptions

(1 in 100). Pruritus, urticaria, and positive Coombs'

tests each occur in less than 1 in 200 patients. Cases

of serum-sickness-like reactions have been reported

with the use of Ceclor. These are characterized by

findings of erythema multiforme, rashes, and other skin

manifestations accompanied by arthritis/arthralgia, with

or without fever, and differ from classic serum sickness

in that there is infrequently associated lymphadenopathy

and proteinuria, no circulating immune complexes, and

no evidence to date of sequelae of the reaction. While

further investigation is ongoing, serum-sickness-like

reactions appear to be due to hypersensitivity and more

often occur during or following a second (or subsequent)

course of therapy with Ceclor Such reactions have been

reported more frequently in children than in adults with

an overall occurrence ranging from 1 in 200 (0.5%) in

one focused trial to 2 in 8,346 (0.024%) in overall

clinical trials (with an incidence in children in clinical

trials of 0.055%) to 1 in 38,000 (0.003%) in spon-

taneous event reports. Signs and symptoms usually

occur a few days after initiation of therapy and subside

within a tew days after cessation of therapy; occasion-

ally these reactions have resulted in hospitalization,

usually of short duration (median hospitalization = two

to three days, based on postmarketing surveillance

studies). In those requiring hospitalization, the symp-

toms have ranged from mild to severe at the time of

admission with more of the severe reactions occurring

in children. Antihistamines and glucocorticoids appear

to enhance resolution of the signs and symptoms. No
serious sequelae have been reported.

• Stevens-Johnson syndrome, toxic epidermal necrolysis,

and anaphylaxis have been reported rarely. Anaphylaxis

may be more common in patients with a history of

penicillin allergy.

• Gastrointestinal (mostly diarrhea): 2.5%
• Symptoms of pseudomembranous colitis may appear

either during or after antibiotic treatment.

• As with some penicillins and some other cephalo-

sporins. transient hepatitis and cholestatic jaundice

have been reported rarely.

• Rarely, reversible hyperactivity, nervousness, insomnia,

confusion, hypertonia, dizziness, and somnolence have

been reported.

• Other: eoslnophilia, 2%; genital pruritus or vaginitis,

less than 1% and, rarely, thrombocytopenia and reversible

interstitial nephritis.

Abnormalities in laboratory results of uncertain etiology.

• Slight elevations in hepatic enzymes.

• Transient lymphocytosis, leukopenia, and, rarely,

hemolytic anemia and reversible neutropenia.

• Rare reports of Increased prothrombin time with or

without clinical bleeding in patients receiving Ceclor

and Coumadin concomitantly,

• Abnormal urinalysis; elevations in BUN or serum

creatinine

• Positive direct Coombs' test.

• False-positive tests for urinary glucose with Benedict's

or Fehling’s solution and Clinitest - tablets but not with

Tes-Tape* (glucose enzymatic test strip, Lilly).

PA 8791 AMP (021490LR11

Additional information available to the profession

on repuest from Eli Lilly and Company, Indianapolis,

Indiana 46285.

Eli Lilly Industries, Inc

02™ Carolina, Puerto Rico 00630cuoxy A subsidiary of Ell Lilly and Company
Indianapolis, Indiana 46285

CR-0525-B-049333 © 1990. EU UUY ANO COMPANY



PRESIDENTIAL PERSPECTIVES

In order to be heard, medicine must put its pieces together . . .

Is Medicine
Becoming

Too Fragmented?
By John A. Devany, MD
President of the OSMA

• Is OSMA not representing the broad spectrum of

physicians, which make up its membership? Or must
we accept the fact that there may be times when our
specialty’s interest cannot be placed “on the table”?

I
n early September, I took part

in a program at the Medical

College of Ohio entitled

“Pediatrics for the Practicing

Physician.’’ (It’s good to let people

know I’m still in full-time

practice.) It is not too surprising

that more doctors wanted to talk

about the potential for a Canadian
health system in Ohio and about

OSMA support for mandatory
child preventive care legislation

than wished to talk about otitis.

It was pointed out that the Ohio
Pediatric Society has hired its own
lobbyist. Initially, I was very upset

because it seemed to me that the

one area this organization has

been consistently attentive to and
successful to a large degree, has

been in prodding the Legislature

about the real and continuing

problems related to maternal and
child health.

The pediatricians thus join the

family practitioners,

ophthalmologists and emergency

room physicians in having

lobbyists. There is no way that this

fragmentation of our voice can

strengthen any of our causes. It

can enrich lobbyists and the

campaign coffers of the legislators.

It can also provide any Pete Stark

type in the Ohio Legislature with

cause to smile, because the more
diverse voices they hear, and the

more discordant their message, the

easier it is to do nothing, or to do
what they please.

But, after I listened longer, I

asked myself — what are these

people telling me? Is OSMA not

representing the broad spectrum of

Ohio physicians, or is our mission

so broad that we must accept that

there may be times when one

specialty’s particular interest

cannot be on the table? Remember,
we have been told by the legislative

leadership that we had better limit

our major activities to a few pieces

of legislation per session. As an

organization, we must try to

coordinate with the specialty

societies so that any dissonance is

minimal. I pledge myself to this.

We already have a strong legislative

committee under Richard J.

Wiseley, MD. Most specialties are

represented on it. It should serve

as a focus and clearinghouse. I

have asked the specialty group

presidents to consider this matter.

Sometimes, issues must be

prioritized since politics is the “art

of the possible.”

As we progress through the

campaign and into the new
Congress and Legislature, there

will be many areas that can be

divisive. To mention a few:

1. Medicare’s elimination of

specialty prevailing profiles as a

reimbursement criteria.

2. The varied reactions of

specialty societies as an RBRVS is

implemented.

3. The impact on medicine in

general, and the specialties in

particular, of the deficit proposals

of the 1991 budget, through cuts

Continued on page 783
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An age-old look at improving

physician image. . . . Page 784

Legislating the right to die.

Page 770

The medical silence is

deafening Page 777

Features

777 The Medical Silence is Deafening

By Jon E. Starr, MD
The chief medical adviser of the Ohio Industrial Commission says physicians are

taking incomplete medical histories of their patients — they are ignoring their work

histories. Here’s why occupational reporting is important . . . and what you can do to

improve Ohio’s occupational reporting statistics.

784 Polishing the Apple: An Age-Old Look at Improving Physician Image

By Mark E. DeMichiei, MD
The human tendency is to think that things were always better in the past. Recently,

Mark DeMichiei, MD, came upon a book that shed some interesting light on those

“good old days.”
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759 Medicine needs to

replace competition

and confrontation with

collaboration and

cooperation in order to

be heard.

759 Little can be done to

change the law when it

comes to Medicare

programs, but a carrier

can help physicians

understand the programs.

760 A firefighter in

Willoughby is fighting

mandatory AIDS testing,

and physicians are now
liable for improperly

treating an HIV infection.
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AUXILIARY PAGE

A Time to Give
Thanks

By Sue Massie

OSMA Auxiliary President

• From Mobile Meals to the Fall Confluence, OSMA
Council, staff and auxilians team together to make
programs a success.

A s November approaches,

our thoughts turn to a time

of thanksgiving. Giving

thanks came only after a time of

great challenge and perseverance,

but the pilgrims who settled this

great land found that hardship was

an important and necessary part

of their survival.

As I reflect upon the past six

months and my experiences with

auxilians and physicians across the

state of Ohio, I am just as grateful

and just as impressed with the

accomplishments that have been

made during this time as were

those pilgrims. True dedication to

the imposed tasks is still alive and

well.

1 have had the opportunity to sit

at the OSMA Council table and

see the manner in which physicians

of Ohio deal with the many
problems facing the medical

profession. I am thankful for the

commitment of these physicians to

not only address the routine issues

that face our profession, but also

to use whatever energies or

resources it takes to tackle the

crisis issues.

The councilors show genuine

concern for their fellow

practitioners and the problems they

encounter. They make requests and
suggest solutions through the very

competent OSMA staff, which, in

turn, uses its talents and resources

to provide answers, support and

information to physicians. I am
thankful for both the OSMA
Executive Committee and the

OSMA staff.

Auxilians across this great state

are busy making major
contributions to their local

communities through fundraising

which, in turn, provides monies to

support Mobile Meals programs,

violence and abuse shelters, teen

pregnancy educational projects, sex

respect programs, health screening

projects, transportation access and

many others. Some auxiliaries

address the needs of youth in crisis

through the distribution of pocket

booklets, full of information for

teens, “Direct Line” booklets, in-

school educational programs and

through work in youth centers,

nursery school programs and as

school tutors and aids.

Auxilians display the same spirit

for the task to be accomplished as

did the pilgrims so long ago. For

this, I am thankful.

I am also grateful to Nancy
Goorey, the Auxiliary’s Fall

Confluence chair, and her

committee for the outstanding Fall

Confluence. Educational programs

are an important and integral part

of progress, and I am most

appreciative of the willingness of

the Ohio State University College

of Medicine to co-sponsor this

outstanding event.

Auxilians were busy registering

voters for the November election.

Americans should consider it a

privilege to have the opportunity

to vote, and I am glad that

auxilians made this possible for

many new voters.

One of the Auxiliary’s greatest

blessings is our executive director,

Carol Wenger, who is truly

dedicated to making the difficult

possible. Carol keeps the Auxiliary

on the right course and is an

integral part of our successes.

I am thankful to be an

American, and I am thankful to

be an auxilian. At this very

appropriate time of year, each of

you should remember to be

thankful. OSMA
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LETTERS TO THE EDITOR

Determining death

To the Editor:

Upon my recent relocation to

Ohio, I was pleased to see the very

positive atmosphere of cooperation

between the osteopathic and

allopathic professions here in the

heartland of America. After 19

years of practice in New York, I

have relocated here to direct the

Family Practice Center of Doctors

Hospital in Massillon, Ohio. Upon
my arrival, I was immediately

advised to join the Ohio State

Medical Association, as the

cooperation between the two

professions here was such a

positive force in the medical

community.

I received copies of your most

interesting journal OHIO Medicine

and was pleased to see articles

written by DOs as well as MDs
published between your covers. At

this point, however, I must

comment on a recent article. In

your feature article “Who Can
Determine Death” (OHIO
Medicine, August, 1990), which

addresses a very important

question for the medical

community today, there are two

separate instances in which the

writer lists those people classified

as competent observers. This list

includes registered nurses,

chiropractors, physicians, physician

assistants and osteopathic doctors.

The day of separating osteopathic

physicians from other physicians in

writings such as this is long behind

us. I was upset and appalled to see

this occur in your very fine

journal.

It is my sincere hope that this

was nothing but an oversight on
the part of your editorial staff and
will be remedied in the future.

Paul M. Dichter, DO
Massillon

Editor’s note: The separate listing

of osteopathic physicians was not

meant to slight those who practice

in this respected branch of
medicine. We meant only to make
as clear as possible those who may
determine death in this state, and,

in so doing, we may have been

overzealous in our intent. We
apologize and assure no offense

was intended with our separate

listing of osteopathic physicians.

Yellow Pages:

the best marketing tool?

To The Editor:

An article, “Yellow Pages

Advertising: Is It The Best

Marketing Tool?” (OHIO
Medicine, September 1990),

misquoted me as saying, “when
patients hear you can get them in

and out of your office in 30

minutes, they’ll beat a path to

your door.” Obviously, it takes

more than that. Respect of a

patient’s time is only one factor

that can lead to a satisfied — and

thus retained — patient.

When your editor contacted me
and asked the exact question as

stated above, my response was, “it

is a useful one, but I wouldn’t

consider it the best one.” There is

no best one, but I would consider

activities such as taking time to

answer patients’ questions, talking

with patients in terminology they

can understand, treating patients

with dignity and courtesy, both in

person and on the telephone, and

providing patients with written

information to supplement verbal

instructions as certainly being

more valuable in obtaining and

retaining patients than a garish

Yellow Pages ad complete with

“catch-your-eye” red ink.

Each physician must consider his

or her own practice goals and
objectives, budgets, resources and

comfort with various marketing

activities before selecting what’s

right for them. Yellow Pages may,

arguably, bring in patients, but

they can’t keep them. Only the

physician and his staff can do

that, and retaining the patient

certainly is the bottom line.

Rebecca J. Doll

Vice President

Market Group One Inc.

Columbus

Using steroids is

cheating

To the Editor:

The article by Dr. Richard

Murray on anabolic steroid use

(iOHIO Medicine, September, 1990)

is both amusing and tragic. Dr.

Murray misses the whole point.

Using anabolic steroids to enhance

performance in competitive

athletics is cheating. It is against

the rules. And, if Dr. Murray has

twisted words to where he believes

that creating cheaters is good then

he is a lost man. Socrates wrote 24

centuries ago, “false words are not

only evil in themselves, but they

poison the soul.” Dr. Murray’s

article is a strong argument for

tighter controls on physician

behavior by the Ohio State

Medical Board.

Joseph Lock, MD
Cleveland
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It’s uniquely sensitive, flexible, allowing you the

freedom to accomplish otherwise impossible tasks. And,

my Army Reserve pay plus my stipend pays me up to

$11,000 per year. I'm a fourth year general surgical

resident at Episcopal Hospital in Philadelphia with plans to

subspecialize in hand surgery. When I was introduced

to the Reserve's new STRAP program, the financial rewards

were obvious and the flexibility during my training made

it unbeatable. I have been able to postpone my Reserve

participation until I have time, and still receive my STRAP

stipend. My opportunities to work in hand surgery at Walter

Reed, to work on a health care development project in

Honduras, to experience medicine in the broader

sense would not exist were I not in the Army Reserve. Ifs

worth the service obligation. Ifs a win-win situation.

If you are a resident specializing in anesthesiology,

general surgery, including colon/rectal, pediatric, cardio/

thoracic, plastic, orthopedic, peripheral/vascular, and

neurosurgery, and would like more information on the

Army Reserve Specialized Training Assistance Program

(STRAP), call 1-800-USA-ARMY.ARMY RESERVE
MEDICINE.
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SECOND OPINION

Help Handling
the Hassle Factor

By A. Robert Davies, MD
Vice President, Chief Medical Director,

Nationwide Insurance

• Little can be done to change the law when it comes
to Medicare programs, but the carrier can help

physicians understand the program and make
communications with Medicare smooth and
hassle-free.

O ne of my friends raised

recently a question that

bothered me considerably.

He asked what Nationwide got

paid for administering the

Medicare Part B program in Ohio

and West Virginia, implying that it

was a big profit center and a

lucrative government contract to

hold.

I replied that it was not a profit

center at all, that it is seen as a

public corporate responsibility, that

although the company gained

insight into the workings of HCFA
and some appreciation for the

magnitude of the problem of

financing health care for the “over

65” population, the dollars

received amounted to claims paid

plus reimbursement of

administrative expenses — a non-

profit operation, period.

The part that bothered me was

that he seemed incredulous and
disbelieving at my answer. He was

so skeptical that I decided I had
better check my answer to be sure

I was correct. Here are the facts:

• The company began providing

this service under a cost-only

reimbursement, non-profit, federal

government contract in 1966. It

remains cost-only reimbursement,

non-profit to this day.

• During the last fiscal year, the

company processed 20.6 million

Medicare claims for the nearly two

million residents eligible in Ohio
and West Virginia.

• Claims paid amounted to $1.2

billion in Ohio and $168.9 million

in West Virginia during this period

for a cost of $1.82 per claim.

• The cost per claim was $.02

less than the cost per claim during

the preceding year.

• During the past two years,

HCFA, for the first time in the

history of the Medicare program,

offered an incentive payment to

contractors for meeting particular

HCFA goals. These were available

to any carrier if performance

criteria were met. Nationwide

qualified for this special “bonus
award” in each of the last two

years. These awards amounted to

approximately $200,000 in each

year.

• Although these awards were

for good jobs in other, specific

parts of the program, the savings

realized in processing 20.6 million

claims for two cents less per claim

last year alone paid for the

bonuses.
• Approximately 900 people are

employed in the Medicare

operation, a significant addition to

the economy of any community.
• The esprit de corps is high.

The people working in Medicare

feel good about working to help

our older citizens, and special

beneficiaries have their health

claims addressed promptly and

accurately.

Another thought occurred to

me. As I recounted the complaints

and criticisms of the Medicare

program I had heard nothing new.

The problems are the same now as

I remembered them in my practice

several years ago. The frustration

is increasing because there is more

and more interposition of folks

who would pay the bill or would

try to control the costs by

“managing” the care —
interpositions that seem to usurp

the physician prerogative and

threaten the doctor-patient

relationship. As I listened to the

suggestions for improvement from

physicians, it occurred to me that I

could do little about the

complaints, nor, with very few

exceptions, could the carrier. The
program is put together at a

federal level, and the carrier simply

follows directions. Neither I nor

the carrier can change the law, and
we don’t have a great deal of

influence on HCFA either.

continued on page 792
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LAW

Firefighter fights

mandatory AIDS
testing

Will health-care professionals

be next?

A heated legal battle continues

in Willoughby.

Edward Shvorob, a Willoughby

firefighter, sued the city of

Willoughby, city officials and the

Willoughby Professional

Firefighters Association Local 229

in the U.S. District Court in

Cleveland because he was ordered

— along with other firefighters —
to take a mandatory blood test for

the AIDS virus. The firefighter,

whose test proved negative, feels

his constitutional rights were

violated.

This is not your run-of-the-mill

discrimination case. Experts say

this case and a sister suit filed by

an anonymous firefighter and the

American Civil Liberties Union in

1988 when Willoughby conducted

the test, are the first in the United

States concerning both mandatory
AIDS testing of safety workers and
whether workers are bound by a

union agreement establishing such

testing.

Just as the number of AIDS
cases is growing rapidly, so are the

number of AIDS-related cases of

discrimination, according to a

recent survey by the ACLU.
In a survey of 260 government

and volunteer agencies from every

state, the ACLU found a total of

13,000 complaints of HIV-related

discrimination filed from 1983 to

1988, with an increase of 87%
from 1986 to 1987 and 50% from

1987 to 1988. Employment
discrimination easily accounted for

the largest number of cases, 37%.
In Ohio, people infected with

HIV, AIDS-related complex or

full-blown AIDS, are protected

under the Handicap
Discrimination Act, which requires

an employer to accommodate
disabled workers as long as they

are able to “safely and
substantially” perform their jobs,

according to Mark Kautzmann,
manager of special enforcement

for the Ohio Civil Rights

Commission.

Until recently, federal laws

provided protection only to federal

workers or those working for

federal contractors. However,

under the Americans with

Disabilities Act (effective the

summer of 1992) employment
protection will be extended to

infected workers in the private

sector as well.

Like everything else,

corporations deal with AIDS
problems very differently. “Some
enlist very advanced policies and

some don’t even want to deal with

it,” says Joe Interrante, director of

the Health Issues Task Force in

Cleveland. He believes it’s critical

for employers to develop written

policies that include plans for

keeping an infection confidential; a

non-discrimination statement; and
education programs that include

training for managers on how to

handle an AIDS case.

Many believe Ohio Bell

Telephone Co. has a model

educational program. Starting in

1987, company and union officials

visited 12,800 of the company’s

13,600 employees hoping to reduce

fear through education and to

advise all workers to engage in

safe behavior.

Instead of mandatory testing,

many workplace experts and

lawyers agree that proper programs

covering education, safety and

personnel practices should be

instituted. 0SMA

AIDS: the new risks

Can physicians be liable for

missing or improperly treating an

HIV infection? The answer is YES.
Failure to diagnose HIV infection

or treat it properly are leading to

malpractice suits for physicians

around the country. The reason we
haven’t witnessed any lawsuits

against physicians up until now
has been due primarily to the fact

that there was little scientific

literature proving that early

diagnoses or therapies could

significantly affect the prognosis

of the disease, says Duncan Barr, a

partner in the San Francisco law

firm of Dillon & Barr, who
specializes in defending physicians

against malpractice claims.

But that has changed.

HIV infection is becoming a

much more manageable disease,

Barr pointed out, adding, “To not

be aware of the symptoms of HIV
disease, and not to make your

patient aware of it and not to

inquire of that patient if he falls

into a high-risk category, is

malpractice.” He explained that

with new drugs available, there’s a

good chance the physician, by

diagnosing early, can do a great

deal of good for the patient.

Charles O’Brien, legal counsel

to The Doctors Company in Santa

Monica, Calif., and also a

professional liability insurance

underwriter, believes physicians in

cities with larger HIV populations

are more likely than those in rural

areas to be held more closely to

the standards of care.

Physicians’ failure to perform

the testing will not be looked upon
favorably by jurors, according to

Barr. “Jurors,” he explained,

“tend to be much more willing to

lay liability at the feet of the

physician if the doctor didn’t do

something that he could have done
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very simply and easily.”

If the physician does secure the

consent of his or her patient for

the HIV testing and proceeds to

perform the tests, the physician

then faces potential legal risks in

undertaking the treatment of an

HIV patient. Any physician who
undertakes the care of a person

with HIV infection is held to the

same standard of care as the HIV
specialist. So, unless a physician

feels comfortable treating the HIV
patient, the physician should refer

the patient to a specialist.

Although there have not been

any malpractice suits for

inappropriate care for HIV
patients, O’Brien predicts that too

will change. O’Brien compared the

advances in HIV patient

management to neonatology.

“When parents didn’t have a

perfect child, part of the blame
went on the poor gynecologist who
delivered the baby. And we saw the

rates on gynecology go up

astronomically. I think that we will

see the same thing in the field of

HIV infection,” O’Brien says.

Physicians have a legal

responsibility to do whatever is

possible to provide his or her

patient with the best care available.

However, the attorneys are warning

physicians of potential

abandonment malpractice claims if

physicians refuse to provide

appropriate care or good faith

referrals, but physicians have no

legal responsibility to accept a new
patient. OSMA
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IN THE NEWS

The dangers of near beer
Recovering alcoholics are being

warned to steer clear of near beer.

Experts are quick to point out

that near beer can be as dangerous

as their full-strength counterparts

and may trigger episodes of heavy

drinking.

The problems start up front with

the labels. Most non-alcoholic beer

labels are misleading since most

brands of the malt beverage

contain up to half of 1% or 0.5%
alcohol by volume and therefore

are not non-alcoholic.

No matter how small the

amount, when alcohol goes into

the bloodstream of an alcoholic it

can incite the neurological system

all over again, according to Ruben
Zepeda, a counselor for Charter

Oak Hospital in West Covina,

Calif. As a result of near beer,

Zepeda had to rehospitalize two of

his patients who started off

drinking one can, then two cans

until they totally deteriorated.

The National Beer Wholesalers

Association contends it is not

doing anything wrong. The beer

association says that the labels

conform to the law. “Non-
alcoholic beers have to have less

than one-half of 1% alcohol. Most
of the non-alcoholic beers are

below that. The average regular

strength beer has 3.5% to 4%,”
claims Frank McNeirey,

spokesperson for the beer

wholesalers, adding, “Any fruit-

containing beverage, chances are,

has some alcohol. It’s a natural

component of fruit-based drinks.

Again, it’s a small percentage.”

Whether a large or small

percentage of alcohol is present

hardly seems to be the issue here.

The labeling on non-alcoholic beer

may satisfy the requirements

mandated by the federal Bureau of

Alcohol, Tobacco and Firearms,

which it does, but the bottom line

comes down to what that one near

beer may do to a recovering

alcoholic. The best advice to

recovering alcoholics would be to:

“Know when to say no.” OSMA

Steroid use rising in

teen population

It is estimated that 262,000

students in grades seven through

12 are using or have used

steroids, based on a 1989

survey by the National

Institute on Drug Abuse.

The report found that 5%
to 11% of teenage boys use

steroids. Among girls, the range

was from 0.5% to 2.5%. Most of

the offenders started using steroids

by age 16.

What’s more disturbing than

those numbers is that some
coaches, parents, teachers and

other adults may subtly be the

ones encouraging the trend. Such

off-the-cuff comments as,

“Everybody uses steroids now in

sports,” or by telling a young
athlete, “If you were a little larger,

a little stronger, you could be a

starter next year,” only encourage

steroid use.

Health Secretary Louis Sullivan

finds all this disturbing. So
disturbing that an interagency task

force has been formed to look into

new approaches to stemming illegal

steroid use. Also, the Food and

Drug Administration is conducting

an educational campaign targeted

at young athletes and their

coaches, Sullivan said. OSMA

762 OHIO Medicine



In the News

Drug makers make pitch

A growing number of drug

makers are pushing their products

to the public via the consumer
press instead of limiting

advertising to medical journals.

This new marketing tool is a result

of fierce competition among
pharmaceutical industries.

Consequently, pharmaceutical

advertising is popping up in daily

newspapers and in women’s,

sporting and news magazines more
and more each day. Some drug

makers are even resorting to

money-back gimmicks. Upjohn,

trying to lift falling sales of its

baldness medicine, Rogaine,

distributed a $10 certificate to men
just for seeing their doctor.

Consumer advertising is a trend

that is definitely coming, according

to David Winter, vice president of

scientific and external affairs at

Sandoz Pharmaceuticals. His

company and many more are

planning consumer campaigns for

1991.

One snag in this perfect scheme

to consumers
is the Food and Drug
Administration. The government

agency requires that ads giving a

prescription product’s name and
suggested usage contain a list of

possible ill effects. So, in other

words, television advertising is out.

“No network is going to sell you

the 15 minutes of air time” needed

to broadcast the lengthy laundry

list, notes Ken Feather, acting FDA
director of drug advertising.

The FDA requirements make
advertising in consumer
publications much more expensive

than the medical press since

additional pages are needed to run

the small-type warning

explanation, but that’s not

stopping drug makers from doing

it.

Patients are walking into

physicians’ offices armed with ad

copy clipped from Glamour and

Cosmopolitan ready to discuss

possible treatments for their

ailments. And, contrary to a few

years ago, physicians are more

willing to listen to patients’

requests, according to Joy Scott,

chief executive of Scott-Levin

Associates, a pharmaceutical

consulting firm in Newton, Pa.

As the battle continues in the

direct-to-consumer advertising

don’t be surprised to find more
drug makers’ products mixed in

with perfume, cigarette and car

advertisements. OSMA

There seems to be a thin line

between drug addiction and weight

loss, and that line is a white,

powdery substance called cocaine.

The misguided, growing perception

is that cocaine and crack are quick

and easy ways to lose unwanted
pounds at a premium price.

Unfortunately, that theory has

become a marketing tool for drug

dealers. These get-slim-quick sales

tactics are geared primarily to girls

and young women, who view these

drugs as an avenue to weight loss.

This new form of dieting cuts

across all classes. The wealthy

choose a purer form of cocaine as

their diet aid, whereas crack, a

mixture of cocaine and other

substances, is more common
among poor drug users.

Although cocaine use does not

necessarily lead to eating disorders,

the drug reduces weight because it

is an amphetamine and, therefore,

suppresses hunger by stimulating

the central nervous system.

Sheila Blume, MD, director of

South Oaks Hospital in Long
Island, N.Y., who has specialized

in female addiction, says there is a

strong connection between cocaine

use and weight loss in women
because “women are concerned

about their looks, weight and
keeping up with fashion.”

However, men seldom think about

drugs as an avenue for weight loss.

No longer are curiosity and peer

pressure to blame for an increase

in drug usage by teens, but rather

the desire to be skinny. OSMA
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Colleagues

VIRGIL N. CARRICO, MD, Bryan,

has been installed as the 42nd
president of the Ohio Academy of

Family Physicians . . . BRUCE W.
GRAHAM, MD, Columbus, has

been appointed central regional direc-

tor of physician review at Peer Review

Systems, Inc. . . . ROBERT C.

BURNS, MD, Akron, has been

elected chief of staff at Akron Gen-
eral Medical Center . . . DONALD
A. SHUMRICK, MD, Cincinnati,

has received the 1990 Stanley S.

Bergen, MD, award from Seton Hall

University. The award acknowledges

individuals’ excellence in medicine

. . . THOMAS R. WERNER, MD,
Cincinnati, has been elected to

nominee status in the American Col-

lege of Healthcare Executives . . .

JOEL B. HOLLAND, MD, Cleve-

land, has been elected to the Board

of Trustees of the American Heart

Association . . . MICHAEL
SCHMIDT, MD, Salem, has been

appointed medical adviser to the

Columbiana County Unit of the

American Cancer Society . . .

DONALD WAYNE, MD, Cincinnati,

has been appointed the new director

of the cardiology division at The
Jewish Hospital . . . JOHN GIBBS,
MD, Toledo, has been elected senior

vice president of medical affairs at

The Toledo Hospital . . . The Ohio
Academy of Family Physicians has

named HAROLD G. KELSO, MD,
Centerville, Ohio’s Family Physician

of the Year and JOHN C. GILLEN,
MD, Waynesville, Ohio Family Prac-

tice Educator of the Year . . . MARK
L. DeBARD, MD, Spring Valley, has

been elected president of the Ameri-

can College of Emergency Physicians,

and THOMAS J.

HALL, MD, Ne-

wark, was honored

by the same organ-

ization with its

highest award, the

Bill Hall Award
for Service to Ohio
Chapter ACEP,
for his contribu-

tions to medicine .

WILLIAMS, MD,
ceived a faculty teaching award dur-

ing the Ohio State University College

of Medicine Alumni Reunion.

Thomas Hall, MD
. . TENNYSON
Columbus, re-
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Participants listen to ways to get their patients to quit smoking.

How to get your
patients to stop

smoking
A new program, launched last

April by the National Cancer
Institute, is teaching doctors how
to get their patients to stop

smoking. It’s also training them to

put on similar seminars for their

colleagues.

“New studies show that

physicians who approach patients

about their smoking habits can

have an impact on getting the

patient to stop,” says Marc
Manley, MD, NCI program
director for health professionals.

The success rate climbs even higher

when the physician has been

trained in smoking cessation

techniques.

The problem, however, is that

there aren’t enough of these

physicians out there. “We wanted

to train physicians in smoking
cessation as quickly as we could,

so we thought the best way to

accomplish this is to have the

physicians we teach, teach others,”

says Dr. Manley. The NCI’s goal is

to train 2,000 trainers who, in

turn, will teach another 100,000

physicians across the U.S.

So far, seminars have been held

in California, Texas, Maine and,

this September, the NCI’s first

Midwest seminar was held in

Columbus through the cooperation

of the Ohio State Medical

Association and the American
Cancer Society, Ohio Chapter. The
seminar was funded through a

grant from Physicians Insurance

Company of Ohio.

The following tips were offered

for physicians who would like to

help patients over their smoking
habits:

• Ask patients if they smoke.

Too many physicians simply don’t

ask, yet the question should

become as much a part of an

office routine as taking blood

pressure. It may be helpful to use

“physician reminder” cards

clipped to the outside of the chart

that ask about a patient’s smoking
habits.

• Advise those patients who
smoke to stop. Again, an obvious

point that’s too often neglected.

Over 70% of all smokers see their

doctors once a year for some
health problem, usually sore

throats or coughing. Use these

symptoms as reasons why the

patient should stop, but don’t

lecture. You may also point out, if

Leif Solberg, MD, presents his

experiences at smoking seminar.

they have children, what passive

smoking is doing to the children’s

health.

• Assist patients who want to

quit by having them agree to a

“quit date,” an official time when
they will stop smoking. Sooner is

better than later, but avoid setting

a date that will begin during a

high-stress time for the patient.

Provide the smokers with self-help

material, and consider prescribing

nicotine gum, though this should

be done cautiously and with

careful monitoring.

• If patients aren’t willing to

quit now, don’t insist. Provide

motivational material, and the next

time they’re back in your office,

ask again about their willingness

to stop. Eventually, your concern

about their health may erode their

resistance.

• Arrange a follow-up visit with

patients who are trying to stop

smoking. One or two weeks after

the quit date is best. Discuss any

side effects they may be

experiencing, any failures they’ve

had. Reinforce their no-smoking

766 OHIO Medicine



Ohio Medi-Scene

decision, and if they’ve failed, urge

them to try again. Most patients

won’t succeed the first time, some
won’t the second time, others the

fifth time. Failing is part of the

process, and your patients need to

understand that before they can

succeed. Provide follow-up support

through your office staff. You may
wish to appoint a “smoking
cessation coordinator’’ in your

practice to organize your program.

• Practice what you preach. If

your office isn’t, as yet, smoke-

free, set a date when it will be.

• Use a permanent progress card

for each smoking patient.

• Attract attention to your

efforts. Post signs such as, “Ask
us about our smoking cessation

program.” An enterprising staff

member at one medical office cut

out paper dolls and posted them
across the front of the reception

desk for each patient who had

successfully stopped smoking.
• Those who worry that

constant nagging will drive

smokers from your practice should

know that it usually has the

opposite effect. Since most

smokers (87%) admit they want to

stop, they will not only be pleased

with your efforts, they will often

send friends who also want to stop

smoking to you.

• Try to have the smoker stop

cold turkey. If you wean them
away, the success rate isn’t usually

as high, unless these patients are

very carefully monitored.

• Stress the importance of

honesty with your patient. Little

purpose is served in screening the

patient for signs of a relapse since

such moves can destroy an

atmosphere of trust. However,

patients should be told to alert

you to any failures so that you can

work through them, and learn

from them together.

Ten or 11 more seminars have

been scheduled through the rest of

the year, though none of those will

be in Ohio. If you would like to

attend one of these seminars, or

find out more information about

them, you can call

1-800-4-CANCER, the NCI’s toll-

free number. Or you can keep your

eyes and ears open for similar

seminars that may be presented at

county medical societies or

hospitals in your area. After all,

the 40 physicians who were trained

in Columbus are likely to embark
soon on presenting their own
seminars. OSMA

Alzheimer’s facilities

on rise in Ohio
Facilities designed specifically to

care for Alzheimer’s patients are

sprouting up across the state from

the Corinne Dolan Center in

Chardon to Alois Alzheimer

Center in Cincinnati, and health

experts predict even more as the

population becomes elderly.

“People with Alzheimer’s or a

dementia-related illness have a

much different caregiving need

than other patients,” says Sharon

Bacon, who heads the Alzheimer’s

Disease Association’s Miami Valley

chapter. These patients can be

disruptive of other patients and
need to be cared for in a

specialized facility, she adds.

When a son or daughter can no
longer sleep at night worrying

about an elderly parent with

Alzheimer’s who may be roaming

the streets, the decision for some
sort of care becomes an obvious

one.

One such place, Carriage Inn

Nursing Center in Harrison

Township in Dayton, features a

50-bed wing exclusively for patients

with Alzheimer’s disease. This is a

restraint-free and barrier-free

environment; it protects patients

without drug or body restraints.

An electronic alert system locks

doors as an Alzheimer’s patient

approaches; when the patient

leaves the vicinity of the door the

lock releases. If a patient gets out

of his or her room the watch-size

transmitter will sound the alarm to

alert the staff.

Facilities designed specifically to

care for Alzheimer’s patients

represent a new direction in the

nursing home field. Another

specialized 24,000-square-foot

building housing 40 beds will open

in the fall of 1991 in Lebanon
outside Dayton. This center will

include three living areas designed

to provide a homey atmosphere

with a living room, dining room,

nutrition center, activities room
and outdoor courtyard.

Central Ohio will open its

Columbus Alzheimer’s Research

and Treatment Institute in March
1991. The 100-bed facility will

provide adult daycare programs

and residential care for patients in

all stages of the illness.

In addition to meals, 24-hour

nursing care, therapy, laundry and

housekeeping services for patients,

counseling services will be

available for family members.

This center will work with the

Ohio State University College of

Medicine providing research on

treatment methods.

Providing a familiar residential

setting for Alzheimer’s patients is

important since changes are not an

easy adjustment for them. More
centers are predicted throughout

Ohio in the next few years. OSMA

Crack-using moms
find hope

“It’s the ultimate high,” a

Dayton mother said of crack.

“You really don’t care what it

takes to get that next hit. One is

too many and 1,000 ain’t enough.”

Thanks to a new program in

Dayton, that 29-year-old mother

has been drug-free for about a

year. The program, Born Free,

caters to pregnant crack and
cocaine abusers. The Born Free

program is based at Miami Valley

Hospital.

Born Free provides private

counseling, group therapy,

parenting-skills training and
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medical care for expectant mothers

who use crack and cocaine. At

present there are 14 women in

Born Free, and officials expect to

treat about 500 women over the

next five years. The mothers can

remain in the program for a year

after the birth of their babies.

Since the onset of the program,

six babies have been born. Five of

them had no cocaine in their

system at the time of birth, and

none showed signs of

abnormalities. The one baby who
tested positive for cocaine was

born to a mother who lapsed from

the program.

“We just try to give them (the

mothers) a lot of support,”

Patricia Beutel, program manager,

said. “We don’t believe we’re

dealing with bad people; we’re

dealing with sick people.” OSMA

A park for cancer

survivors

Instead of mile-markers for

joggers, “Live for Today” or

“Make Today Count” messages

may beacon passers-by in a new
park dedicated to cancer survivors.

Thanks to a $1 million grant

from the Richard and Annette

Bloch Foundation (Bloch, the “R”
of H & R Block, the income tax

chain) the Cancer Hotline of

Cuyahoga County Inc. will be able

to start construction on a park

dedicated to cancer survivors.

University Circle is the tentative

area for construction, but other

sites are being considered. The
park, only the second such place

in the country, would have special

walkways and signs of hope for

cancer survivors. Needless to say,

enthusiasm is high around the

Cleveland area. Even area hospital

administrators are jumping on the

bandwagon to help get the project

under way.

The first cancer survivors’ park

in the United States opened in

Kansas City, Mo., last June. The

768

dedication was part of the

“Celebration of Life” ceremonies.

At that dedication Bloch said,

“Normally, parks memorialize the

dead. We wanted to do something

as a tribute to the living. We
thought a park would be there

continuously to give the same
message: Don’t equate death and

cancer.” The Blochs’ intentions are

to fund six to 10 of these cancer

survivors’ parks per year. OSMA

OSMA educates public

about universal health

insurance

Universal health insurance — it’s

a phrase that is on everyone’s lips

these days — from the person in

the street to elected officials. The
subject is particularly popular in

Ohio as it is one of a handful of

states nationwide that has universal

health insurance legislation

pending.

Proponents of universal health

insurance argue that a Canadian-

style, state-administered insurance

system would lower health-care

costs and improve access. And,
with the promise of free health

care for everyone, it is proving to

have a lot of popular appeal.

To help educate the public about

the drawbacks of such a system,

the OSMA is in the process of

organizing a statewide public

education campaign. Each county

medical society has been asked to

appoint one to three physicians

(based on county medical society

membership) to serve as its official

spokesperson on the issue of

universal health insurance.

The spokespeople, who are being

trained by the OSMA, will not

only speak against universal health

insurance, they also will promote

other, more feasible solutions to

the state’s cost and access

problems, which leave an estimated

one million Ohioans without

health insurance. The OSMA has

endorsed the American Medical

Association’s Health Access

America plan, a 16-point proposal

that calls for numerous public and
private sector initiatives to improve

access to health care.

Once trained, the OSMA will

work with the physician

spokespeople to place them in

news media interviews and before

public groups.

If you are interested in learning

more about this campaign, please

contact the OSMA Department of

Communications at (800) 282-2712

or (614) 486-2401. OSMA

Daniel Sche/ble, MD, of Akron
participates in the media training

portion of the UHIO seminar held

recently in Ravenna. Carol Wright

Mullinax, OSMA’s Director of
Communications, does the

interviewing.
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Toledo’s smoking gun
How do you tell an entire city

that local physicians are concerned

about community health? That

was the question faced last spring

by the Academy of Medicine of

Toledo and Lucas County. The
answer, its members decided, was

to use billboards — 18 of them to

be exact.

But while coming up with an

initial idea was relatively easy,

choosing a message proved to be

something of a challenge. The
Academy’s public relations

committee, working with an artist

from the billboard company it

contracted with, Root Outdoor,

came up with several designs. One
of the first slogans, “Smoking is

breath-taking,” was rejected early

on as being too subtle. Finally, the

committee settled on the simple

but appropriate “Smoking can kill

you,” which was combined with a

skull and a “smoking gun” — a

lit cigarette. In the lower right-

hand corner “A Message From the

Academy of Medicine” appeared.

Although the impact of the

billboards upon the community is

hard to determine, according to

Root Outdoor, 200,000 Toledoans

saw the billboards every day. Root

Outdoor also estimated that 87%
of the total adult market saw the

billboards 13 times during the

monthlong run.

Considering the project a

success, Lynne Mangan, the

Academy’s director of

Communications, says that the

public relations committee is

already planning a second

billboard project, possibly about

the dangers of tanning

parlors. 0SMA

Cleveland cardiologist

named NIH director

Bernadine P. Healy, MD, a

Cleveland cardiologist, was named
director of the National Institutes

of Health in early September.

Dr. Healy graduated summa
cum laude from Vassar College

and received her medical degree

cum laude from Harvard Medical

School. She is chair of the

Research Institute at The Cleveland

Clinic Foundation and has served

as president of the American
Heart Association and the

American Federation for Clinical

Research.

At the time of this writing, Dr.

Healy’s nomination had yet to be

approved by President Bush and
the Senate. If approved, she will

be the first woman named as

director and one of only a handful

of directors whose background was
primarily clinical, rather than

academic.

SOURCES FOR CLINICAL CLIPS
Lawsuits in obstetrics Cincinnati Enquirer, Sept. 14, 1990

Caring for elderly Cincinnati Post, July 16, 1990

Health-care cost USA Today, July 9, 1990

Doctor visits Cincinnati Enquirer, August 7, 1990

Healthiest states Dayton Daily News, August 8, 1990
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LEGISLATION

• Legislating the Right to Die: a legislative, judicial

and historical perspective • The “bare bones”
insurance proposal: the solution to the state’s

employed uninsured? • Are risk pools effective?

Ohio’s Health-care Task Force takes a look.

Living Wills:

A Special Report

T he Ohio Senate is now
confronted with three

different living will bills that

were introduced during the

summer recess. The first, Senate

Bill 379, sponsored by Senator

Robert Nettle of Barberton, would
allow a communicative, terminal

adult patient to give an oral or

written directive to his or her

physician, instructing that medical

measures, including artificial

nutrition and hydration, be

withheld. Written directives could

also be prepared in advance to

take effect at such time as an

individual becomes both

noncommunicative and terminal.

The second living will bill,

Senate Bill 380, sponsored by

Senator Neal F. Zimmers of

Dayton, is patterned after a statute

adopted in the state of New York.

It provides only that a competent

adult may execute a document in

which he or she expresses his or

her desires about certain types of

medical treatment.

The third living will bill, and the

one most likely to get action, was

introduced by Senator David

Hobson of Springfield. Senate Bill

383 follows the approach taken in

Senate Bill 380, but addresses

some technical and procedural

issues to protect patients and make
it easier for physicians to comply
with living wills. The bill was

drafted with extensive input from

the OSMA Department of

Legislation.

Since the issue of living wills

has been raised yet again in Ohio,

and perhaps with more vigor than

at any time in the past, OHIO
Medicine offers this special report

on the subject. The articles

included in this report have been

based on presentations made at a

seminar entitled “The Right to

Live, The Right to Die, The Right

to Decide,” presented in Columbus
earlier this fall by Vrable

Healthcare Services.

The Right to Die:

A Growing Legislative

Dilemma
If there is one thing of which Ohio

Representative Mike Stinziano is

sure, it’s that the Ohio Legislature

can no longer dawdle on the issue

of access to health care.

“We’re not waiting for the

federal government to come up

with a program,” he says. Whether
a universal health plan is set into

motion, or a program requiring

some degree of health-care

rationing is put into place, Rep.

Stinziano is confident that the

Legislature will decide upon some
course of action in the next 18-24

months. If the Legislature is not

successful in doing so, says Rep.

Stinziano, “We will see voters take

matters into their own hands and

develop a program to take care of

the crisis.”

As chair of the Ohio Task Force

on Health Care and Health

Insurance Committee, and an

18-year veteran of the Ohio

General Assembly, Rep. Stinziano

has watched, first-hand, the

health-care crisis take shape in this

state.

Living Will Legislation

SB 379

Allows a

communicative,

terminal adult to give

oral or written

directive to physician

instructing that

medical measures,

including artificial

nutrition/hydration, be

withheld.

SB 380

Allows only that a

competent adult may
execute a document
expressing desires

about certain types of

treatment.

SB 383

Follows approach of

SB 380, but addresses

technical and

procedural issues to

protect patients and

make living will

compliance easier for

physicians.
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He has watched Ohio’s

medically uninsured population

rise to 1.2 million (plus an

additional 240,000 children). He
has seen the insurance companies’

refusal to accept pre-existing

medical conditions disqualify

thousands of workers, their

families and, in some cases, fellow

employees from receiving

appropriate coverage. He has

listened to small business owners

who say they can no longer afford

the high cost of premiums, and to

executives in large businesses who
tell him that the cost of health

care for their workers now exceeds

their production costs. And he

knows of the struggle ahead as

Ohioans attempt to deal with the

long-term care costs of an aging

population.

“People want universal access to

health care,’’ he says, “but who is

to pay for this universal access?”

Although labor unions, senior

citizens and others are arguing for

a socialized health-care system, like

that currently in place in Canada,

Rep. Stinziano believes there is

growing interest in dealing with the

necessity of medical rationing.

He points out, however, that

past efforts at health-care rationing

have not been entirely successful.

In 1987, for example, Oregon put

a rationing plan in place that

called for provision of “basic

care,” and no additional dollars

for extraordinary measures. The
first victim of this rationing was
an eight-year-old boy in need of a

$100,000 bone marrow transplant.

Sympathetic Oregonians raised

$60,000 for the operation, but by

the time a hospital was found to

perform a discounted surgery, the

boy had died. Arguments against

rationing came shortly thereafter.

Prior to this incident,

California, in 1982, cut 270,000

Medicaid recipients from its rolls

in order to balance the budget.

Patients with diabetes and
hypertension died because they ran

out of medicine and were unable

to get more. The Rand
Corporation, in a follow-up study,

estimated that 5,000 to 10,000

unnecessary deaths took place

during this episode.

The problem, of course, is that

everyone wants the best (most

expensive) health care, but no one

wants to pay for it. Complicating

the issue is the state’s aging

population. Twelve percent of

Ohio’s population is considered

aged or aging, and this segment

consumes 36% of the health-care

dollars in the state. Further, 30%
of the state’s Medicaid dollars are

spent in the last year of life —
which raises the issue of living

wills.

“Some physicians refer to the

extraordinary efforts used to keep

persons alive as the $100,000

funeral,” he says.

Rationing health care by age is

one suggestion that has been

made, and it’s an issue that,

perhaps surprisingly, is receiving

more and more support. Yet, as

Rep. Stinziano observes, it’s easy

to look at a sheet of statistics and

make a determination to reduce

care. It’s something else entirely

when that decision will affect

someone you love.

“Rationing by age has been

described as intrinsically evil,” says

Rep. Stinziano. Arnold Reiman,

MD, editor of the New England
Journal of Medicine, says such

rationing is politically and morally

unacceptable.

What direction is left, then? Do
older Ohioans have what former

Colorado Governor Richard Lamm
calls a “duty to die”? Does this

population group need to write

living wills and learn the “art of

dying well”?

“In my opinion, these issues

need to be addressed

professionally,” says Rep. Stinziano

— and not at the polls.

“Politicians need the help of those

on the front line and in the

trenches of this medical dilemma.

“Deciding how to allocate these

scarce resources in the future will

soon be the bigger piece of solving

the state’s health-care problems.

We invite your help.” 0SMA

Without Living Wills

. . . The Court Decides

With three living will bills

winding their way through the

Ohio Senate, and one more in the

House (HB 56) Carol Rolf, JD, of

Roth and Rolf, a law firm with an

extensive health-care practice,

predicts there will be living will

statutes in the future. Just not any

time soon.

“Living will legislation was

introduced 12 years ago and has

been considered almost every year

since,” she notes. None of it,

however, has been able to

surmount the controversy that

surrounds this issue — and the

fact that none of the bills listed

above has yet managed to pass out

of either house leads to doubts

that living will statutes are

imminent.

That, of course, means that the

subject of refusing treatment is

pushed back into the courts

though, as practical matter, it

rarely goes this far.

However, “when these issues

come to court,” says Rolf, “it’s a

life-and-death decision.”

Courts have determined, for the

most part, that if a person is

mentally competent, he or she has

the right to withdraw from

treatment. Everyone’s right to

privacy, Rolf explains, is protected

by the Constitution. Patients must

indicate their willingness to be

treated by signing informed

consent forms, and if treatment is

given without this consent — and
over the patient’s wishes — the

physician can be found guilty of

battery.

However, what if the patient

makes a judgment about treatment

that is obviously suicidal and opposed

by the attending physician?
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If such a case should go to trial,

“The court balances the interest of

the patient against the interest of

the state,” says Rolf.

In considering the “interest of

the state,” the court takes four

factors into consideration: interest

in the preservation of life;

protection of third parties, such as

family members who have a

significant interest in the life and

death of the patient; the ethical

integrity of the medical profession

(“The court is sensitive to the fact

that there is a risk of liability for

the physician, and it tries to

protect the physician from

malpractice,” says Rolf); and

interest in preventing the patient

from committing suicide, still

illegal in most states.

Because court review can be a

lengthy and tedious process, Rolf

notes that there is increasing

support to have competent adult

patients make decisions about their

wishes for extraordinary treatments

before such treatment becomes

necessary or in such cases where

they may become incompetent.

Certainly, deciding on whether

or not to withhold treatment from

incompetent patients is the court’s

stickiest problem. In making such

a decision, the court looks for an

existing living will or a durable

power of attorney for health care

that was completed when the

patient was competent. Even then,

the patient’s attorney in fact

cannot withhold care necessary to

maintain life unless the patient is

in a terminal condition and death

is imminent. Then life-sustaining

measures may not be withdrawn if

any of the following applies:

• If withdrawal of nutrition and
hydration would result in the

patient’s death from these causes,

and not from natural causes or

from the illness for which

treatment has been prescribed;

• If withdrawal would make the

patient uncomfortable.

Because of these restrictions,

and Ohio’s adopted and publicly

announced policy against

withdrawal of treatment, courts

may shy away from withholding

treatment from patients no longer

competent to make these decisions

for themselves, says Rolf, even

with a durable power of attorney

for health care in place.

If the incompetent patient has

no living will or durable power of

attorney for health care, the

problem becomes even more
complex.

Someone, must testify about the

patient’s decisions regarding

treatment, prior to becoming
incompetent, and the court must

believe that testimony as an

accurate representation of the

patient’s wishes.

“Often, there is conflicting

testimony on the part of the

family,” says Rolf, which then

pushes the burden of a decision

back on the court, and its careful

balancing of state versus individual

rights.

“In Ohio, the courts believe that

to err in this situation, it is better

to err on the side of life,” says

Rolf, and the treatment is

generally ordered to continue.

That’s why it has become
imperative for patients, while

competent, to make some decison

regarding withholding of treatment

before treatment is begun.

Physicians, however, should take

care before withholding treatment,

and make sure that the following

has taken place:

• Informed consent has been

obtained from the patient.

• Policies regarding the

withholding of care are discussed

with the patient prior to

admission.

• Any decision the patient has

made on this subject are written in

the records, along with the names
of those who participated in the

discussion.

• The patient’s policy is reviewed

at least annually to see if it has

changed.

“Any physician who knowingly

withholds treatment from a patient

can be charged with gross neglect

or neglect if there has been a

reckless failure to treat,” says Rolf.

Both of these are criminal statutes

that can be held against the

health-care provider.

The dilemmas that rise from

withholding treatment could be

cleared up with a living will, says

Rolf.

“Still, this is an area of law that

is constantly changing, and it will

continue to change as we, as a

society, cope with the cost of care

and with dignity of life issues,”

she continues.

There seems to be growing

support for choice, however, and
Rolf predicts that we will see more
relaxing in the law in the future to

allow these kinds of

decisions. OSMA

Cruzan vs. Harmon:

A Landmark Case

Reviewed

William L. Webster, the

Attorney General of the state of

Missouri who represented the state

in the now famous Cruzan vs.

Harmon (the Director of the

Missouri Department of Health)

case, likens the episode to a Greek

tragedy in five acts.

Act I: The accident

January 11, 1983. Nancy Cruzan

was involved in a single-car

accident on a road in Carthage,

Missouri. The medical report

stated that Cruzan was found

“lifeless and not breathing” after

laying in the snow between six and

20 minutes. The first paramedic on

the scene administered CPR and

inserted a tube and IV catheter.

Cruzan’s breathing was restored,

but she remained unconscious.

February 7, 1983. A surgeon

inserted a tube for artificial

feeding into Cruzan’s stomach.
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October 19, 1983. After being

discharged from the original,

receiving hospital is still

“unimproved and unresponsive,”

Cruzan was admitted to Mt.

Vernon State Hospital, a

rehabilitation facility.

Cruzan has been there for seven

years in a permanent vegetative

state, due to what has been

diagnosed as head trauma,

associated with hypoxia ischemia.

Prognoses for these patients

depend on cause and condition,

however in the past, 23 patients

with similar diagnoses have died

after only one month. Out of

100,000 living patients in a

vegetative state associated with

hypoxia ischemia, there have been

only three documented recoveries.

Cruzan, however, appears to be

more responsive than other

patients. Webster says nursing staff

members have testified that Cruzan
will physically respond when asked

a question.

“It has become a very emotional

issue for the nursing staff, many
of whom have grown close to

Nancy. They threatened to quit if

treatment was withdrawn,” says

Webster.

The medical staff agreed that

Cruzan did not meet the definition

of death. Except for her

nutritional needs, her condition

was not terminal.

Act II: The trial

In 1988, Cruzan’s parents

requested that treatment for their

daughter be withdrawn. In Missouri,

however, nutrition and hydration

cannot be withdrawn from competent

patients — so how could they be

withdrawn from Cruzan?

Nevertheless, the Cruzans
continued to press their test case,

testifying that Nancy would not

want to be maintained in this

fashion. “But they also testified

that they had no specific

discussion with their daughter on
this subject,” says Webster.

Cruzan vs. Harmon

Act I: The accident

Nancy Cruzan is involved

in a single-car accident

on January 11, 1983- On
February 7, a tube for

artificial feeding is

inserted. By October, she

is transferred to a

rehabilitation facility in a

permanent vegetative

state.

Act II: The trial

Cruzan’s parents request

all treatment, including

nutrition and hydration,

be removed. The judge

agreed it was within her

constitutional rights to

do so.

Act III: The appeal

June 25, 1990, the

Supreme Court

overturned the probate

court’s decision, ruling

that treatment must

continue.

Act IV: The message
The Supreme Court sent

a clear message to state

legislatures: “The ball’s in

your court now.”

Act V: Post-Cruzan
Cruzan’s parents have

filed a new petition . . .

and the living will battle

continues to be waged at

the Ohio House.

Friends of Cruzan, however,

were brought in to testify that

Nancy had had discussions with

them supporting the view that she

would not want extraordinary

measures used to maintain her

life.

The probate judge, after hearing

this testimony, said that the

conversations were “somewhat
serious,” and he determined it was

enough. He ruled that it was

constitutional to refuse nutrition

and hydration if a patient chose to

do so, and Nancy had. Treatment

was ordered stopped. Most
involved with the case agreed with

the decision.

Act III: The appeal

An appeal was then filed with

the state Supreme Court, in an

attempt to make the probate

judge’s decision law. The state

Supreme Court, however, held that

the statements Cruzan made to her

friends were anecdotal at best and

not sufficient to allow the

withholding of nutrition and

hydration without clear and
convincing evidence of Cruzan’s

wishes in this regard.

The court overturned the

probate court’s decision, and the

family appealed to the U.S.

Supreme Court.

“No one expected the court to

take it,” Webster says. But, of

course, it did.

June 25, 1990, in a 5-4 decision,

the U.S. Supreme Court ruled that

states have the right to set

evidentiary rules. In essence, the

court agreed with the decision

made by the Missouri Supreme
Court.

Act IV: The message

“The Supreme Court was

sending a clear message to state

legislatures,” says Webster. “It said

‘don’t look to us. It is up to

legislatures to decide whether

treatment can be discontinued.’
”
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A health-care surrogate bill was

advocated shortly afterward in the

Missouri Legislature, but it was

turned down. New York and

Florida did pass similar bills

through their legislatures, however.

“Come January, other

legislatures will consider myriad

legislation on this issue,” Webster

predicts. Some legislation, for

example, may require any hospital

or nursing home receiving federal

monies to make all patients aware

of their right to refuse treatment

and select a health-care surrogate.

In 1989, the Ohio General

Assembly adopted legislation

allowing a competent adult to

designate a surrogate health-care

decision-maker. There are however,

restrictions on the nature of

decisions that can be made by a

surrogate on behalf of an

incompetent patient.

In the meantime, Webster urges

individuals to sign a living will or

durable power in which the signer

is on record as choosing to either

receive or refuse nutrition and

hydration treatment.

“Simply signing the documents
is not enough,” says Webster.

“The courts need clear and
convincing evidence that you wish

nutrition and hydration therapy

withheld. If they have a document
where you have spelled it out, it

should be clear enough.”

Webster chides health-care

providers for ducking this issue

with patients in the past: “Only
one-quarter of today’s physicians

ever discusses advance medical

declarations with their patients,

and in half of those cases, such

discussions were initiated by the

patient.”

He understands that the subject

is a difficult — and delicate —
one to broach, “but physicians

have a responsibility to be honest

with their patients.”

Webster predicts that more
Americans will be spurred into

making advance directives about

withholding treatment, simply

because more people are thinking

of the issue now.

Act V: Post-Cruzan

Bare bones insurance:

answer to employed
uninsured?

Nancy Cruzan’s parents are back

in court. They have filed a new
petition. They will bring three new
witnesses in to testify regarding

their daughter’s wish to withhold

treatment.

(Editor’s Note: The state of

Missouri recently asked to

withdraw from the case, stating

they have “no interest in the

outcome of this litigation.” The
state is convinced that the

standards established in the case

will control the outcome of the

new action.)

Meanwhile, medical technology

will continue to advance. More
lives that would have been lost will

be “saved.”

“Patients and families need

guidelines on what to do,” says

Webster. “It is up to the state

legislatures.”

Nancy Cruzan’s drama in five

acts will continue to be played out

— not only in the Missouri

courtroom, says Webster, “but on
the steps of state capitals across

the country.” OSMA

Small businesses that have found

it increasingly difficult to offer

insurance coverage to employees

may find some relief if House Bill

910, sponsored by Representative

Tom Watkins of Stowe and

introduced into the Ohio House
this past summer, is enacted.

The proposal would permit

insurance companies to sell “bare

bones” health insurance coverage,

eliminating many existing statutory

health insurance mandates, to

small employers with 50 or fewer

employees, self-employed persons

and to any employee whose
employer does not currently offer

health insurance.

Under HB 910, insurers would

be required to continue providing

sickness and accident policies,

including benefits such as

maternity, health care for

dependent children and kidney

dialysis, as well as conversion from

group to individual plans.

However, eligible parties could opt

out of such presently mandated
benefits as newborn care,

psychological coverage, nurse

midwife coverage, physical therapy

and alcoholism treatment to save

money.

For example, average monthly

insurance premiums in Ohio could

be reduced from $125 for

individuals, and $325 for families

to $80 and $175 respectively.

Rep. Watkins says limited health

insurance plans have proven

effective in other states, such as

Connecticut, Virginia, Washington

and Florida. He also cautions

that, if bare bones insurance does

not work, the next step in Ohio

may be a tax-funded universal

health-care system. OSMA

m
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Risk pools help some,

not all

The Ohio House’s subcommittee

on state-funded risk pools heard

representatives from insurance

companies, as well as the Ohio

State Medical Association report

that state-funded risk pools can

meet the health-care needs of some
families, but cannot be counted on

to solve all problems related to

health insurance cost and
availability.

George Marvin, representing

Mutual of Omaha, has helped

establish risk pools in six states.

However, while he acknowledged

that risk pool policies provide a

fairly comprehensive package of

benefits, he also said that cost

remains the biggest barrier to

obtaining health insurance through

risk pools.

The most common approach to

recouping losses incurred by a state

risk pool is assessing participating

members of the pooling

association in proportion to their

share of the state health insurance

market. Other funding approaches

include general fund

appropriation, hospital taxes on
revenues, placing fees on all

individuals filing income taxes,

raising taxes on cigarettes, alcohol

or other products, with additional

money earmarked to fund the

pool, and placing a fee on the use

of the health-care system.

Enrollment in risk pools is

growing, as is support.

Deborah Bahnsen, counsel to

OSMA’s Department of

Ombudsman Services, says that an

appropriately funded risk pool

could provide a health-care

coverage alternative to Ohioans

who cannot purchase health-care

coverage because he or she does

not meet insurance company
underwriting standards. The
OSMA continues to support state-

funded risk pools. OSMA
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Blue Cross & Blue Shield of Ohio
Plan Codes 833 & 837

NEW
Participation

Agreement

Prevent disruption in payments to your office!

Sign and return your new Professional Pro-

vider Participation Agreement without delay!

Recently, Blue Cross & Blue Shield of Ohio
forwarded a new Professional Provider

Manual and Participation Agreement to your

office. We are asking professionals through-

out the state to review, sign, and return the

new Agreement without delay.

If your office requires assistance, call the

Provider Relations office nearest you:

Cleveland (216) 687-6064

Toledo (419) 473-7661

Cincinnati (513) 651-5050

If you have already returned your new agree-

ment, thank you for your prompt response.

Blue Cross
Blue Shield
of Ohio
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OSMA
Long
II:ra i

Care
to protect you

and your family

against the ever

increasing costs

of long term

care.

Pickerington, Ohio 43147

(614) 864-3900
1-800-742-1275

Fact #1:

Long term care costs

can be devastating

(a year in a nursing

home now costs on

average $22,000 or

more)*

Fact #2:

Medicare pays little,

if any, long term care

costs (Medicare

actually covered less

than 2% of the $35
billion spent on

nursing homes in

1985)**

Fact #3:

Medicaid covers long

term care costs only

after family assets

have been exhausted

and beneficiaries

have little choice

regarding where they

receive care.

/

t

OSMA Long Term Care has been developed exclusively for members,

their families and office staff to help those requiring long term care

preserve their assets and allow them to receive quality care in the comfort

of their home. It is very competitive in rates and coverage and easy to

apply .

Features and Benefits:

4 Year Benefit Period ... $120 Daily Benefit . .

.

90 Day Elimination Period

Covers all levels of care

Skilled, Intermediate and Custodial

Benefits available for care in your home, nursing

home or adult day care center

No prior hospitalization required

Covers Alzheimers disease

Coverage is guaranteed renewable for life

Waiver of Premium benefit

Family and nonsmoker discount available

Option to increase benefit at future dates without

evidence of insurability

This new benefit is available through American Physicians Life, the

OSMA’s life and health carrier, committed to maintaining the finest

protection at the best possible price. For more information and to apply

for coverage, contact your OSMA Benefits representative at APL tollfree,

1-800-742-1275.

'Source Consumer Reports May 1988 “Source U S News and World Report February 9, 1987



Occupational diseases are underreported by as much as 75%.

Are you part of the problem?

By Jon E. Starr, MD
Chief Medical Adviser

of the Industrial

Commission of Ohio

Editor’s Note: This article has

been reprinted from the June, 1990

issue of Ohio Monitor.

The
Medical Silence

Is Deafening

A s budding clinicians, we
physicians were all taught

the importance of a

complete history and the need to

analyze a patient’s health problems

in the context of all the resources

available. But in practice the

patient’s social history is among
the first tasks to be shortchanged

if not discarded entirely. With the

exception of clear industrial

trauma, it is rare that any mention

is made of the patient’s work —
except by hospital records/billing

staff — and even that does not

describe the patient’s work
activities.

The cases presented here provide

clear illustrations of this problem.

Case Presentations

Case 1. William Jones (not his

real name) is admitted to the

hospital for an elective hernia

repair, a routine pre-op chest notes

a diffuse interstitial infiltrate, and

further history is obtained from
him. That history revealed that

Jones had worked for several years

in a brake-shoe factory, had
changed his occupation several

years prior to the present

hospitalization, and had a 20-year

smoking history. Pulmonary
function and arterial blood gas

studies revealed both a mild

restrictive and obstructive

compromise, as well as border-line

normal diffusing capacity. Jones
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was cleared medically for surgery,

recovered without complications

and was discharged from

follow-up.

Six years later during routine

screening sponsored by his union,

an infiltrative mass lesion was

discovered on his chest X-ray,

which subsequently proved to be

bronchiogenic carcinoma.

Case 2. Jack Henry (not his real

name) had been a two-packs-per-

day smoker when at the age of 50

he first sought medical attention

and was hospitalized for

bronchopneumonia. The
pneumonia was treated and Henry
had a further work-up of his

pulmonary pathology, including X-

rays and pulmonary function

studies, which revealed a bilateral,

primarily basilar diffuse interstitial

infiltrate and significant

obstructive lung disease with a

normal forced vital capacity and
an FEV-1 of 60% of predicted

normal.

Henry continued to smoke, his

obstructive pathology worsened,

and three years later he was home-

bound with p0 2 s of 60 on
supplemental oxygen.

Ten years after the first

hospitalization, again with union-

initiated screening, Henry filed a

claim for an occupational lung

disease. Until that time the

medical records were silent about

Henry’s occupation.

In both cases cited, the

physicians were presented with

classic clinical findings suggestive

of asbestosis. In the first case, not

only were those findings available

but the work history, meshing with

the clinical findings to suggest a

source of occupational exposure,

was obtained. In the second case,

while the X-ray reports even

suggested that the findings were

typical of a pneumoconiosis, there

is no evidence that an occupational

history was obtained. If it had
been, doctors would have

discovered that this patient also

had worked for at least 10 years in

Table 1

THE NUMBER OF CLAIMS, DEATH CLAIMS FILED
FOR ASBESTOSIS, SILICOSIS, AND OTHER

OCCUPATIONAL DISEASES,

OHIO, 1984-1988

OCCUPATIONAL DISEASE
Asbestosis

1988 1987 1986 1985 1984

Death 1

13 5 3 6 5

Non-Death 2 172 1,094 458 80 40

Total 185 1,099 461 86 45

Silicosis

Death 1 9 1 2 10 2

Non-Death 2 30 19 35 45 35

Total 39 20 37 55 37

All Other

Death 1

31 37 30 27 24

Non-Death 2
5,179 4,766 4,440 4,061 3,662

Total 5,210 4,803 4,470 4,088 3,686

TOTAL
Death 1 53 43 35 43 31

Non-Death 2
5,381 5,879 4,933 4,186 3,737

Total 5,434 5,922 4,968 4,229 3,768

1. Based on occupational disease fatality claims filed in the indicated

calendar year (or in the first three months of the following year)

and where the date of death occurred in that year or in the six

months prior to the year of filing.

2. Based on all occupational disease claims, regardless of lost time

that was filed in the indicated year.

Prepared by

Research and Statistics Section

Ohio Bureau of Workers’ Compensation
Division of Safety and Hygiene

an occupation where asbestos

exposure was commonplace.
Table 1 is a summation of

occupational disease claims filed

and does not necessarily represent

claims with medical documentation

of asbestosis, nor does it

necessarily reflect the number of

cases of asbestos legally recognized

as occupational diseases. In

addition, those figures should be

analyzed with consideration of

unusual legal screening activity in

a particular industry that started

in 1986, peaked in 1987 and

tapered over 1987. This becomes
apparent when the total asbestos

claims filed in those years are

compared with the death claims —
reportedly due to asbestos — filed

for the same years.

While the actual number of

claims filed (with the exception of

continued on page 780
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ORC 4123.68 Schedule of compensable

occupational diseases; statute of limitations;

referees

As used in this section and Chapter 4123 of the

Revised Code, “occupational disease” means a

disease contracted in the course of employment,

which by its causes and the characteristics of its

manifestation or the condition of the employment

results in a hazard which distinguishes the

employment in character from employment
generally, and the employment creates a risk of

contracting the disease in greater degree and in a

different manner than the public in general.

The following diseases shall be considered

occupational diseases and compensable as such

when contracted by an employee in the course of

employment in which such employee was engaged

and due to the nature of any process described in

this section. A disease which meets the definition

of an occupational disease is compensable

pursuant to Chapter 4123 of the Revised Code
though it is not specifically listed in this section.

SCHEDULE
Description of disease or injury and description

of process:

(A) Anthrax . . .

(B) Glanders . . .

(C) Lead poisoning . . .

(D) Mercury poisoning . . .

(E) Phosphorus poisoning . . .

(F) Arsenic poisoning . . .

(G) Poisoning by benzol or by nitro-derivatives and
amido-derivatives of benzol (dinitro-benzol,

anilin, and others) . . .

(H) Poisoning by gasoline, benzine, naptha, or

other volatile petroleum products . . .

(I) Poisoning by carbon bisulphide . . .

(J) Poisoning by wood alcohol . . .

(K) Infection or inflammation of the skin on
contact surfaces due to oils, cutting

compounds or lubricants, dust, liquids, fumes,

gases or vapors . . .

(L) Epithelion cancer or ulceration of the skin or

of the corneal surface of the eye due to

carbon, pitch, tar, or tarry compounds . . .

(M) Compressed air sickness . . .

(N) Carbon dioxide poisoning . .

(O) Brass or zinc poisoning . . .

(P) Manganese dioxide poisoning . . .

(Q) Radium poisoning . . .

(R) Tenosynovitis and prepatellar bursitis . . .

(S) Chrome ulceration of the skin or nasal

passages . . .

(T) Potassium cyanide poisoning . . .

(U) Sulphur dioxide poisoning . . .

(V) Berylliosis . . .

(W) Cardiovascular, pulmonary or respiratory

diseases incurred by firefighters or police

officers . . .

(X) Silicosis . . .

(Y) Coal miners’ pneumoconiosis . . .

(Z) Radiation illness . . .

(AA) Asbestosis . . .

ORC 4123.71 Time for report of physician

Every physician in this state attending on or

called in to visit a patient whom he believes to be

suffering from an occupational disease as defined

in section 4123.68 of the Revised Code shall,

within 48 hours from the time of making such

diagnosis, send to the Bureau of Workers’

Compensation a report stating:

(A) Name, address and occupation of patient;

(B) Name and address of business in which

employed;

(C) Nature of disease;

(D) Name and address of employer of patient;

(E) Such other information as is reasonably

required by the bureau.

The reports shall be made on blanks to be

furnished by the bureau. The mailing of the report

within the time stated, in a stamped envelope

addressed to the office of the bureau, is a

compliance with this section.

Reports made under this section shall not be

evidence of the facts therein stated in any action

arising out of a disease therein reported. The
bureau shall, within 24 hours after the receipt of

such report, send a copy thereof to the employer

of the patient named in the report.

Source: Ohio Workers’ Compensation Law

Note that the mere presence of a given

pathologic process does not automatically define

the condition as an occupational disease; each

listing adds its particular qualifications under

which consideration will be given for recognition

as a compensable occupational disease.
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While rarely a week

goes by without some

mention of the

economic impact of

lost work hours

resulting from health

problems, studies have

suggested that

occupational diseases

are underreported by

as much as 75%.

those in 1986, 1987 and 1988, as

noted) on first glance appears to

be small, the number of death

claims filed for asbestos and
silicosis compared to the total

claims filed is significant when
compared with the deaths due to

all occupational diseases as a

percentage of the total number of

occupational claims filed.

In 1988 a total of 258 death

claims were filed for all industrial

injuries, with asbestosis and
silicosis comprising 9% of all

industrially related death claims.

The association between asbestos

exposure and lung disease has been

recognized for at least the past 50

years; it has been specifically

included in the occupational

disease section of Ohio’s workers’

compensaion law since 1973, and
was covered under the general

description portion of that section

prior to 1973.

While rarely a week goes by

without some mention of the

economic impact of lost work
hours resulting from health

problems, studies have suggested

that occupational diseases are

underreported by as much as 75%.
Two recent articles in JAMA l <2

have underscored the importance

as well as the legal obligations

incumbent upon physicians to

report occupational diseases.

Although the Ohio State Medical

Association included section

4123.71 in its Physician’s Guide to

Ohio Law, it is buried in the

section on reportable diseases such

as cholera, plague and
tuberculosis.

More important than compliance

with the law, however, is the need

for early detection, particularly

when the sequelae due to exposure

can either be minimized by future

avoidance of the offending agent,

and/or the patient can be

appropriately monitored for

possible complications. The costs

in the salvage approach to health

care and loss of health and a

productive life to Ohio’s working

population in the absence of

quality preventive medicine can be

catastrophic, as noted by the

figures in the table.

For instance, the Ohio Bureau

of Workers’ Compensation recently

paid for a lung transplant in a

26-year-old patient with end-stage

silicosis after four years of

unprotected exposure.

In an era of hype about disease

prevention, physicians need to

reexamine their approach to

patient evaluation and include in

their differential diagnosis

employment issues that may have

an impact on that analysis. OSMA

Jon E. Starr, MD, is chief medical

adviser of the Industrial

Commission of Ohio.

Sources:

'Freund, E., et al, “Mandatory Reporting

of Occupational Diseases by Clinicians,”

JAMA, 262(21):3041, December 1989.

2Valiante, D., and K. Roseman, “Does
Silicosis Still Occur?” JAMA, 262(21):3003,

December 1989.

Physician's Guide to Ohio Law, Ohio State

Medical Association 1987, p. 25.

My appreciation to the Research and

Statistics Section, Division of Safety and
Hygiene, for its assistance in providing

statistical information.
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F
or eight weeks this summer,

Marion Moses, MD, an

environmental and

occupational medicine specialist

from San Francisco, prowled

through five counties in Ohio’s

northwest corner, searching for the

migrant farm laborers and their

families who each year descend on

this agricultural landscape like

butterflies, displaying a brief blur

of color, then are as quickly gone.

The produce they pick — the

thick, green, fleshy cucumbers; the

bright red, round tomatoes — are

destined for major companies —
Vlasic, Heinz, Campbell — there,

to be turned by industrial magic

into pickles, catsup and tomato

juice.

Dr. Moses has her leads. She

follows them down long country

backroads . . . through Sandusky,

Wood, Seneca, Putnam and Fulton

counties . . . into dusty labor

camps where the workers will retire

once the long picking day comes
to a close. She approaches them,

speaking English, switching to

Spanish if her words fail to

register.

“I am doing a study. Will you

help?” she asks.

The study, funded by a $500,000

grant from the United States

Congress, will be the nation’s first

comprehensive medical and
occupational assessment of

migrant farm workers.

“It’s funny,” says Dr. Moses. “I

presented a grand rounds on the

study at Case Western Reserve

University, and there were

physicians there who didn’t realize

Ohio was agricultural enough to

support migrant farm workers.”

While Ohio may not see as

much migrant population as Texas

or California, Dr. Moses found

Ohio’s pool easily large enough to

draw from it 300 farm workers

who were able to meet her study’s

stringent requirements.

“We want to do a descriptive

study of Florida workers — trace a

complete cycle of their lives — so

we wanted only those migrants

who had come from Florida and
who knew that they would
eventually return there before the

year was out.”

Once an appropriate and willing

group is found, Dr. Moses brings

in her two mobile medical units,

her contingent of volunteers and

paid assistants, recruited from

medical schools and universities as

far away as Spain, and goes to

work.

One of the study’s chief

concerns is with the danger farm

workers face from pesticides. The
danger became evident last

November in Balm, Florida when,

despite rules requiring farmers to

keep workers out of fields sprayed

with pesticides until the chemicals

are no longer acutely toxic, one

grower prematurely allowed

workers into fields that had been

sprayed with phosdrin. Phosdrin is

a highly toxic insecticide,

possessing chemical properties

similar to nerve gas. At least 85 of

the workers were injured, some
seriously.

That’s the kind of situation Dr.

Moses hopes her study will

prevent.

However, she cautions, “This is

not a smoking gun study.” She

holds no delusions that bills will

be passed, laws enacted as a result

of her findings. She does hope,

however, that the data she collects

this year and analyzes next will lay

the groundwork that will enable

farm workers to be treated like

everyone else.

As a nurse training to be a

physician at the University of

California at Berkeley during the

1960s, Dr. Moses moved in with a

group of seasonal farm workers in

Delano, California — living with

them five years as a medical

student, then returning later as an
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MD. During this time, she treated

workers suffering from pesticide

poisoning, and was appalled to

learn of the inequities this group

suffers under the law. Even now,

field laborers are largely excluded

from the legal protections afforded

other workers under the

Occupational Safety and Health

Act. Immediately, she realized the

impact that research in this area

might have.

“I want to help this group, but

in a way that I’m professionally

qualified to do so,” she says.

She has had no problem finding

participants for her study.

‘‘They are very enthusiastic, very

cooperative,” Dr. Moses says of

the workers. When asked if they

want to participate, 90% of them
do.

What they participate in is a

four-level testing procedure. The
first level involves a demographic

history of the participant — level

of education, lifestyle habits, etc.

Women are asked their lifetime

reproductive history, and there is a

questionnaire for the children.

Level two involves a complete

physical exam and blood test; level

three, neurophysiological testing,

including studies of the worker’s

contrast and color vision. Level

four involves external

neuropsychological testing (i.e.

tests for memory and reaction

time).

Most of the migrants who work
here in Ohio are of Mexican
extraction, although their children,

“There’s no question

about it. I guarantee

that if you protect

these workers in the

workplace, you’ll do

much more to protect

the consumer in the

marketplace.”

for the most part, have been born
here in the States. Only 5% of this

population, however, speaks

English. That’s part of what
makes this group such a difficult

one to study.

“They don’t speak English,

they’re poor, they’re difficult to

track down,” Dr. Moses admits of

her study’s subjects. Still, that’s no
reason to ignore this population

group, she says.

“They deserve the same rights

as everyone else.”

A positive by-product of Dr.

Moses’s migrant health study is

the effect it’s likely to have on
reducing the amount of pesticides

used on fruits and vegetables sold

in the marketplace.

Despite claims from growers and
scientists that today’s insecticides

are safe, consumer pressure for

reducing this form of “toxic

agriculture” has been growing for

years. Last year’s public outcry

against the use of alar on apples is

just one example.

Yet, as Dr. Moses observes, if

parents were haunted by the effect

alar might have on their children,

imagine how these same parents

would react if their children were

exposed to these same toxins day

in and day out, the way migrant

children are.

“There is no question about it,”

Dr. Moses says. “I guarantee that

if you protect these workers in the

workplace, you’ll do much more to

protect the consumer in the

marketplace.”

The picking season in Ohio is

over for September. The migrant

farm workers collect their families,

their scant belongings and move
on. Some head north to Michigan

to pick the apples, grapes and
other fruits that have ripened over

summer and now await harvesting

through autumn’s cooler, shorter

days. Others return to Florida or

Texas, or migrate to California

where more vegetables and, later,

citrus fruits, will need to be

picked.

It’s a difficult life, a nomadic
life for these farm workers. Yet,

thanks to Dr. Moses and the study

that was launched here in Ohio, it

may soon, at least, be a safer

one. OSNIA
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Presidential Perspectives . .

in Medicare. A totally budget-

driven decision on physicians’

services will guarantee the

complete deterioration of

Medicare. (They long ago started

cutting to the bone.)

4. In Ohio, the proposed “bare

bones” legislation would eliminate

many existing statutory health

insurance mandates in a hope that

the cost of health insurance to

small employers and the self-

employed could be cut by 35% to

40%. This certainly is going to

cause division. We must be well

aware of everyone’s position. We
must show the Legislature that we
are involved, reasonably united,

and anxious to negotiate the real

issues. We have a problem in

access and cost in this state. It will

only become worse if reasonable

people from the public and private

. continued from page 753

sections do not work together.

We are seeing such blind

attention to the “bottom line”

that we risk ignoring, as a society,

any values that can’t be

quantified. As we face the need

for access for those without and

consider bare bones coverage with

the necessity of almost

institutionalizing rationing, we
must have a strong voice to remind

Ohio and America that if cost is

the only factor, new ideas for

therapy will be discouraged as

“too expensive” and

“unnecessary.” Remember that

most people originally thought the

idea of shockwave lysis of kidney

stones was “far out” to say the

least. We must resist attempts to

limit our imagination, vision and

skills. We have practiced in the

most thrilling period of medical

history. If we limit medicine to

today’s knowledge because it is too

expensive, we commit a dreadful

blunder.

In no way am I pilloring the

specialties. / am an Oto-HNS
specialist. I am suggesting we can

learn from the radiologists who
tried to cut their own deals and

were badly burned. A unified voice

is a strong voice.

The Physicians Task Force on

Universal Health Care is

progressing well. A really fine

training program is under way. It

will work, it is worthwhile, but it

will take time. However, it shows

that collaboration and

cooperation, rather than

competition and confrontation,

will strengthen all of us, and it

will let medicine be heard. OSMA

LEASING...
ALL MAKES AND MODELS!

| FORMERLY IMMKE CIRCLE LEASING, INC.
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Editor’s note: 77t/s article has been

reprinted in its entirety from the

September/October 1990 issue of
Toledo Medicine.

Polishing the Apple: An

By Mark E. DeMichiei, MD

• The human tendency is to think that things were
always better in the past. Recently, however, this

author came across a book that shed some
interesting light on those years gone by . . .

O ver the past decade, it

seems that medicine has

come under siege in our

society. We have a medical-legal

climate that is perilous at best,

with our malpractice insurance

rates skyrocketing. The government

and third-party payors are

increasingly scrutinizing our

performance and methods of

practice. It seems that everyone is

up in arms about the rising cost of

medical care with its subsequent

impacts on government, industry,

and the uninsured or underinsured.

This has led to strong debate

regarding how we should pay for

medical care with the evolvement

of RBRVS (resource-based relative

value scale), expenditure targets

and consideration for adapting a

plan similar to the Canadian
health-care system.

The human tendency is to think

that things were always better in

the past. Dr. Harry Mayhew, chair

of the Family Practice Department

at the Medical College of Ohio,

called my attention to a very

interesting book at the MCO
library, Medical Public Relations

by Edgar Schuler, that shed an

interesting light on some of our

history. We tend not to remember
that in 1945, President Truman
recommended the establishment of

a compulsory health insurance

system for the United States. This

was attacked by the AMA as the

socialization of medicine and there

was great debate on this issue

throughout the nation. In 1946,

The Toledo Blade published a

series of six articles by staff writer

Victor Ullman called “Toledo’s

Medical Problem.” The articles

were printed from June 10 through

the 15th as follows:

June 10 “Medical Profession in

a Rage Against Forced Health

Insurance — 130 Million Sit In

Judgment of Physicians Who Are

Opposed to Compulsory Federal

System.” In this article, the

medical profession is described as

a trade union defending “its

entrenched economic position.”

June 11 “Unethical Physicians

Exploit Their Patients By Fake

Diagnosis and Prescription Racket

— Reporter Finds Majority of

Oculists Participate in ‘Kickbacks’;

Condemnation Given For Allowing

Abuses To Continue.”

784 OHIO Medicine



age-old look at improving physician image

June 12 “Doctors Lack Clear-

Cut Legal Responsibility: None
Testifies Against Colleagues in

Court — Medical Profession Does

Not Police Members.”

June 13 “Doctors Must Be

Good Businessmen to Obtain Fees

From Those Who Seek to Evade

Payment — Physicians Often

Forced to Sue Patients.” Necessity

for charging substantial fees is

related to the cost of medical

education and cost of maintaining

the necessary modern equipment

to keep in independent practice.

The economics make it difficult

for many to afford adequate

medical care.

June 14 “Survey Shows Medical

Care Costs Too Much; Community
Chest Pays Many Hospital Bills.”

This article described the high cost

of an extended illness.

June 15 “Compulsory Health

Insurance Would Cover

Approximately 90% of Nation’s

Population — President’s

Programs Suggests Five Steps.”

Ullman’s series concluded with

this paragraph: “Whatever plan

the people choose through their

elected representatives, they cannot

lose. There can be nothing but

improvement over the present

inhuman method of taking care of

the ill.”

In addition to these external

pressures, there were also internal

forces at work within the medical

profession during the ’40s. There

was a large influx of private

practice physicians returning from
the armed forces. Many general

practitioners were finding it

difficult to get hospital beds, and

it was at this time that the

American Academy of General

Practice was organized.

During this period, The
Academy of Medicine of Toledo

and Lucas County, under the

leadership of President Eugene

Ockuly, MD, and Executive

Director Robert Elwell, decided to

launch a public relations

campaign. The content of the

program was determined by the

academy’s leaders’ estimate of

local needs and desires.

The public relations program
was centered on promoting five

areas: (1) a Service Bureau (the

Academy’s on-call switchboard) to

help people obtain emergency

service; (2) plan to help patients

establish a family physician;

(3) publicize the pamphlet

“Getting Well At Home”; (4) a

speaker’s bureau; and (5) establish

a professional relationships

committee to handle complaints

and misunderstandings with the

public. This plan was carried out

through advertisements in The

Toledo Blade and Toledo Times

between May 2, 1950 and April 21,

1951. A total of 30 paid ads was

placed in the newspapers. The cost

of the program was $3,857.37. At

that time, the median family

income was $3,875, median home
value was $10,735, and medican
month’s rent was $40.53. Seventy

percent of the population earned

between $2,000 and $5,000 and
14% earned less than $2,000.

This public relations endeavor

was then studied by members of

the social science department of

Wayne (now Wayne State)

University through a grant from
the Health Information

Foundation and published as

Medical Public Relations in 1952.

To assess the impact of the

Academy’s public relations

campaign, three groups were

surveyed: (1) doctors; (2) leaders in

the community (some of whom
were physicians); and (3) the

general public. Following is a brief

summary of information tabulated

from each group and then some
pertinent quotes.

The Doctors Sample Survey

Ninety percent of the doctors

favored the public relations

program and the majority believed

the most worthwhile phase was the

emergency help in locating a

physician. Ninety percent favored

the professional relations

committee as a mechanism for

handling public complaints and the

enactment of bylaws to establish a

mechanism for disciplinary action.

The majority of physicians thought

that the major medical problem

for the Toledo area was the

shortage of physicians and hospital

beds. They anticipated that the

major public complaints would be

excess fees and unavailability of

physicians. The majority of

physicians favored a sliding scale

(based on income) for setting fees.

This information was obtained

from interviews of 54 physicians.

There seemed to be a

preoccupation with the possibility

of socialized medicine. Defenders

of the free enterprise system of

practicing medicine referred to it

as a business . . . and abhorred

the notion of “taking the profit

motive out of medicine” as a

guarantee of poorer quality

medical care. Many felt that the

strict bylaws for disciplinary action
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would help to “clean up’’ the

profession and that this would
help ward off socialized medicine.

There also seemed to be a rift

between older and younger

physicians and general practitioners

and specialists at the time. Some
quotes: “Most of us old-timers

were raised on standards of home
care. The new chap demands
technical care, i.e. biopsies, etc.

and he needs hospitals and X-
rays”; “Young men like to go to

the big cities where they have all

the conveniences and hospitals”;

“I had a younger man with me
. . . had to let him go, he was

reluctant to take night calls”;

“Until the specter of socialized

medicine began hovering over the

country, the G.P. was neglected.

Then he was invited in to save the

ship.”

The Leadership Sample Survey

This consisted of interviews with

50 individuals from various areas

of the community: business and
industry, politics, labor, education,

religion, physicians, hospitals, the

local judiciary, and racial and
nationality groups. The advertising

campaign did not stimulate much
interest within this group of

people. Their consensus was that

the quality of medical service

within the community was high.

The chief complaints and
criticisms revolved around fees,

unavailability of physicians, and
errors in diagnosis. The lay leaders

were much more concerned with

economic questions involved in

medical care as opposed to how to

obtain emergency care. It was
apparent to this group that the

current preoccupation of the

medical profession with public

relations was related to political

agitation for and against

compulsory health insurance.

Twenty-five percent of the lay

leaders favored compulsory health

insurance and 30% opposed

Medicine’s Problems

(According to a 1946
issue of the Toledo
BladeJ

June 10, 1946

“Medical Profession in

a Rage Against Forced
Health Insurance.”

June 11, 1946

“Unethical Physicians

Exploit their Patients”

June 12, 1946

“Doctors Lack Clear-

Cut Legal

Responsibility.’
’

June 13, 1946

“Doctors Must be
Good Businessmen to

Obtain Fees.”

June 14, 1946

“Survey Shows Medical
Care Costs Too Much.”

June 15, 1946

“Compulsory Health
Insurance Would Cover
Approximately 90% of

Nation’s Population.”

compulsory health insurance.

Irrespective of their opinion, most

felt that something had to be done
about the cost of medical care.

Most of these people did not feel

that fees were a major problem

and that if there was a problem it

just involved a few physicians

charging exorbitant fees. There was

little condemnation of fees even by

people favoring compulsory health

insurance, but the consensus was

that the cost of medical care was

too great for someone of average

income, especially with long-term

illness, surgery and expensive

drugs.

A Republican political official

stated that “Unless physicians

themselves do something about

keeping down the cost of medical

care someone else will do
something about it.” One
physician said that it was

“virtually impossible to determine

what an optimum level of medical

care would be or what it would

involve in the way of costs. Until

something happens to change these

opinions, compulsory health

insurance and medical economics

will probably remain in the

political arena.” None of the non-

physician leaders opposed prepaid

health plans. The group about

which they were most concerned

economically was the middle class

($2,000 to $5,000 per year

income). Many of the labor

leaders felt that the American
Medical Association was

misleading the public on

“socialized medicine” and

suspected the Speaker’s Bureau

would simply propagandize against

compulsory health insurance.

One of the conclusions was that

advertising would not help with

complaints and criticisms if these

were, in fact, based on

misunderstanding and

misinformation. Development of

channels of communication

between the medical profession

-
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and other important community
interest groups was recommended.

The General Public Sample Survey

This was a sampling of 590

households throughout the Toledo

area. A questionnaire was filled

out by each, and a brief interview

conducted. Sixty percent of the

general public had no opinion

concerning the general quality of

medical services. Fifty percent of

people had never heard of a group

practice and 80% did not know
how fees were determined. Only

25% recalled seeing any of the

Academy’s ads. Forty percent of

the people considered the cost of

medical care high, but very few

thought it was “too high.” Eighty-

four percent of those questioned

had insurance. Eighty-five percent

were satisfied with their physician.

There was a definite correlation of

economic level and physician

contact. The higher the income
level, the more visists a family had
with physicians, i.e. less than

$2,000 per year — 2.5 visits per

year per family; greater than

$6,000 per year — five visits per

year per family. It was also evident

that the poor had more trouble

locating a doctor in an emergency.

In this chapter, the author states

“While only top income groups

are able to purchase new cars and
houses, in purchasing human
health and survival, few Americans
are satisfied with less than what
they believe to be ‘the best.’ In

common with the rest of our

society, the technological advances

in medicine are ahead of the social

advances. Just how to distribute to

anyone in need the fruits of our

technical perfection in the care and
prevention of illness, remains to be

solved.”

The author made several

conclusions from this study. The
quality of medical care in the

community was considered high by

leaders in the community and by

physicians. The general public was

fairly unresponsive and
uninformed on this issue. The
most serious local problems were

considered to be the high cost of

medical care, shortage of hospital

beds, and shortage of medical

personnel. The high costs were felt

to be a burden to the middle class

by leaders in the community, while

the general public felt this burden

was placed primarily on the poor.

The main public relations issues

for the Academy were dealing with

cost of medical care and how to

reach a physician in an emergency.

There was no consensus on how
to solve these problems. Managing
high costs tended to center about

voluntary versus compulsory health

insurance. Among both doctors

and leaders who emphasized the

problem of cost, there was a

feeling that even a very able and

energetic public relations effort

may prove unable in the long run

to stem the pressure toward

“socialization.” The impression

was that complex and powerful

social forces had been set in

motion and were tending in the

direction of socialized medicine.

Although the public relations

program of the academy did not

bring any unfavorable reaction

from any of these groups, it was

evident that it also did not have

much impact in the community.

For me, this book brought new
meaning to the sayings “What
goes around comes around” and

“If we do not know history, we

are doomed to repeat it.” It is

quite evident that almost all the

problems we are dealing with

today were, in fact, present 40

years ago. Mr. Schuler pointed out

in the book that articles and

editorials in the Academy’s
Bulletin (now Toledo Medicine)

gave the impression of perennial

concern if not preoccupation with

issues and public policies as they

affected medicine on a routine

basis going back to 1925. For at

least 25 years, the Bulletin had

been alerting members to the

dangers of “state medicine” or

“socialized medicine” and
encroachment of public health

authorities.

Certainly there are other factors

that do differentiate today’s

environment from that of the

1920s or 1950s. It is evident that

the cost of medical care is growing

much faster than the consumer
price index for other goods and
services, and the global economy
has a major impact on the way
business and industry can or is

willing to finance health care. The
medical legal climate has also

changed significantly. Clearly the

pressure for accountability of our

fees and costs of medical care and

the demand for us to “clean up

our act” (as stressed by the House
and Senate bills currently before

the Legislature) are two things that

have not changed nor do I expect

them to. Will an aggressive public

relations campaign do much to

serve us? I would doubt it, at least

based on the experience of this

effort. As noted in Medical Public

Relations, it is dubious to think

that advertising will help with

complaints and criticisms if they

are largely based on

misunderstanding and
misinformation. Developing lines

of communication with the general

public, leaders of our community,

and our legislators — not just by

organized medicine but at the

individual level as well — will be

crucial to guiding our profession

through these difficult and
changing times. 0SMA

Mark E. DeMichiei, MD, Toledo is

on the Community Relations &
Communications Commission of
the Academy of Medicine of
Toledo and Lucas County.
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LOSS AWARENESS

Are "feu Heeding
Malpractice Warning Signals?

• Patients and attorneys often send out warning
signals prior to filing a malpractice lawsuit. Be aware

of the signals and learn how best to handle them.

I
s your office headed for a

malpractice suit? You should

know. Patients and attorneys

often send out warning signals

prior to filing a malpractice

lawsuit, but unless you’re aware of

— and reading — these signals,

you may be surprised by such

action . . . and unable to improve

a situation that might have been

easily avoidable.

Physicians, then, would do well

to learn a few of these warning

signals — and how best to handle

them.

In a number of instances,

warning signals may take the form
of a complaint or a request from a

patient for specific information.

For example:

Warning signal — A patient

complains to you or to a member
of your staff about the quality of

care and treatment he or she is

receiving.

What to do — Instruct your staff

to notify you of any such

complaints so that you will be able

to respond to the patient in a

direct, timely and reassuring

manner. These complaints may
begin long before any legal action

is actually initiated. Here’s another

example . . .

Warning signal — A patient or

attorney requests medical records
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from your office.

What to do — Don’t panic. Some
of these requests may be of a

routine nature, such as those

regarding a workers’ compensation

claim, information related to a

referral/consultation or action

related to patient relocation.

However, requests that could

indicate potential problems are

those from patients who already

have voiced dissatisfaction with the

care or service they have received

from the doctor’s office.

A more direct indication that a

lawsuit is being planned or

contemplated by a patient is a

request by the patient for a

conference with the doctor.

Such requests may be purely

routine and could reflect the

patient’s concern or fears over

proposed treatment. Such meetings

can help to alleviate those

concerns and strengthen the

doctor-patient relationship.

Warning signal — However, an

indication that the meeting could

be a preliminary step to litigation

is when the patient initially

requests a private meeting, then

arrives with an additional person

who appears to be a witness to the

conversation.

What to do — If this happens, it

may be best for the doctor to

Warning Signals

• A patient

complains to you or

to a member of your
staff about the

quality of care and
treatment he or she

is receiving. What do
you do?

• A patient or

attorney requests

medical records from
your office. What do
you do?

• An indication that

a meeting could be a

preliminary step to

litigation is when the

patient initially

requests a private

meeting, then arrives

with an additional

person who appears
to be a witness to

the conversation.
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invite an office staff member into

the room, also, to serve as a

witness.

If the patient is considering a

claim against you for professional

negligence, it becomes especially

important to avoid any comments
that might lead the patient to

conclude that the treatment you

provided was below the standard

of care. Following your meeting

with the patient, a memo
summarizing the conversation

needs to be prepared and placed in

your files.

When an attorney requests a

meeting with you — and you

suspect the intent is to later take

action against you — avoid

discussing the case beyond the

release of the patient’s medical

records. If the attorney requests

information from you concerning a

patient, ask whether a medical

authorization “release of

information form” has been signed

by the patient. If so, request

copies of the form for your

records.

Warning signals can come, also,

in the attorney’s seemingly casual

attitude. The attorney may appear

to be searching only for general

facts about the case when, in

reality, the case already has been

reviewed by another physician.

If you are involved in a

conference concerning a personal

injury claim that does not involve

treatment you rendered, there

could also be potential dangers. In

discussing a patient’s injury during

such a conference — or during

sworn testimony — what you say

could be used against you later.

And, although the patient may
settle with other parties (in the

event of a workers’ compensation

or automobile accident case), it

does not eliminate the possibility

of the patient bringing a claim

against you at another time.

Such conferences and events as

those described here underscore

the importance of good medical

records. These records can be a

doctor’s best defense in a

professional liability case. While a

patient is entitled to receive copies

of medical records, the originals

need to be maintained in your

office. Defending a doctor in a

professional liability case becomes
far more difficult when records are

missing or incomplete.

In addition, you should never

alter these records after you have

been notified of a claim.

Malpractice claims files show a

number of instances in which

physicians, who otherwise are

blameless in a charge of medical

negligence, have been found guilty

because they have tampered with

medical records and destroyed their

credibility in the eyes of jurors

when the case went to trial.

MOVING
Notify The Journal

Immediately

NEW ADDRESS:

Name

M.E. Number

Street

City

State Zip

Send to:

OHIO Medicine
1500 Lake Shore Drive

Columbus, Ohio 43204-3824

Maintaining an awareness of

these factors can help identify

some of the most frequent

indicators of possible legal action

and problems that can surface

after a lawsuit has been filed.

Taking steps to avoid some of the

difficulties described in the

examples can help lessen the

severity of the lawsuit, or perhaps

prevent it from being filed at

all. OSMA

The Loss Awareness Bulletin is

provided each month through the

OSMA Task Force on Professional

Liability and its subcommittee on
Loss Awareness.

Next Month
in

OHIO Medicine

• OSMA members speak out

on the direction their

association should take in

the ’90s.

• The president of the

Canadian Medical

Association explains why
universal health won’t

work well in Ohio ... or

the U.S. for that matter.

• Ohio Medi-Scene looks at

the Fernald Study, and why
the state needs a cancer

registry.

• In the legal section are

statewide malpractice rates

dropping?
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SPECIALIZE
IN AIR FORCE

MEDICINE.

ER Physicians. Radiolo-

gists. OB/GYNs and
other specialists!

Today’s Air Force gives

you the freedom to spe-

cialize without the finan-

cial overhead of running

a private practice. Talk

to an Air Force medical

program manager about
the tremendous benefits

of becoming an Air

Force medical officer:

• No office overhead
• Dedicated, profession-

al staff

• Quality lifestyle and
benefits

• 30 days vacation with

pay each year

Examine your future in

the Air Force. Learn if

you qualify. Call

USAF HEALTH PROFESSIONS
1-800-423-USAF

TOLL FREE
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CONTINUING MEDICAL EDUCATION

Cleveland

Diabetes

November 7-8

Diabetes Mellitus Update
Bunts Auditorium

Cleveland Clinic

9500 Euclid Avenue
Sponsored by the Cleveland

Clinic Education Foundation

For more information, call

800-762-8173

Gastroenterology

November 14-15

Gastroenterology Update

Bunts Auditorium

Cleveland Clinic

9500 Euclid Avenue

Sponsored by the Cleveland

Clinic Educational Foundation

For more information, call

800-762-8173

Colorectal Surgery

November 16-17

Practical Colorectal Surgery

Bunts Auditorium

Cleveland Clinic

9500 Euclid Avenue
Sponsored by the Cleveland

Clinic Educational Foundation

For more information, call

800-762-8173

Psychiatry

November 30

Recognition and Treatment of

Anxiety Disorders

Cleveland Clinic

Bunts Auditorium

9500 Euclid Avenue
For further information, contact

Department of Continuing

Education, The Cleveland Clinic

Educational Foundation,

Medical Center

6 1/2 hours Category I

Fee: $65, physicians; $35,

non-physicians

For further information, contact

Gerard F. Wolf, MD, Director

of Medical Education, 3130 N.

Dixie Highway, Troy, Ohio
45373 513-332-7575.

If you have a program or
seminar you wish to have
listed, and it is being
sponsored by an Ohio-
based facility, send all

pertinent information to:

CME Editor, OHIO
Medicine, 1500 Lake
Shore Drive, Columbus,
Ohio 43204-3824.

Second Opinion
continued from page 759

What the carrier and I can do,

however, is to help the physicians

of Ohio and West Virginia

understand the program as it is

and strive to help them make their

communications with Medicare as

smooth and hassle-free as possible.

We can’t change it, it seems, but

we can reduce the hassle by telling

our doctors how to speak the

carrier’s (read HCFA’s) language

so that claims and questions can

be addressed as clearly and as

quickly as posssible. Neither of us

can change the world by criticizing

the other. We can make the world

a “kinder and gentler” place by

listening carefully and dealing

constructively with one

another. OSMA

A. Robert Davies, MD, Columbus
is vice president and chief medical

director at Nationwide Insurance.

His duties include administering

the Medicare program.

9500 Euclid Avenue, Cleveland,

Ohio 44106. 1-800-762-8173.

Columbus

Cardiology

November 26-27

Cardiology Update
Ohio State University Hospitals

Rhodes Hall Auditorium

450 W. 10th Avenue

3 hours, Category I

Fee: $25

For further information, contact

Raymond D. Magorien, MD,
614-293-4947.

Troy

Dermatology

November 15

Medical and Surgical Dermatology
— An Update

Holiday Inn

Interstate 75 and State R. 55

Sponsored by the Upper Valley
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JOIN YOUR COLLEAGUES
TURN TO PICO

Y •

“PICO is oper-

ating profitably— it

has substantial assets

and reserves. If

independent audi-

tors and actuaries

are satisfied with

PICO’s financial

position, so am I.”

“PICO retains

Ohio’s leading

professional liability

defense counsel on

fee-for-service

basis. I know my
claim will get top

priority and expert

legal services.”

0 “Our group
practice needs

choices in coverage

and pricing con-

cepts. PICO offers

more than any other

Ohio insurer.”

“There are

many good aspects

of a claims-made

policy...but we
prefer occurrence

coverage. PICO still

has it, with high

limits and loss-free

discounts.”

PICO/OSMA Medical Professional

Liability Insurance Program

Physicians Insurance Company of Ohio
Bates Drive, P.O. Box 281

Pickerington, Ohio 43147
614-864-7100 • Toll-free in Ohio 800-282-7515



OBITUARIES

BARRY L. BELONSKY, MD,
Cincinnati; Faculty of Medicine

University of Cape Town, Cape
Town, South Africa, 1956; age 59;

died July 23, 1990; member
OSMA and AMA.

ALBERT H. BREMER, MD,
Sarasota, FL; Duke University

School of Medicine, Durham, NC,
1942; age 72; died August 15,

1990; member OSMA and AMA.

HEINRICH A. BRINKS, MD,
Canton; Medicinische Fakultaet

der Universitaet Heidelberg,

Baden-Wurttemberg, Germany,

1943; age 75; died August 23,

1990; member OSMA.

HARRY BURNETT, JR., MD,
Akron; Northwestern University

Medical School, Chicago, IL,

1943; age 72; died August 13,

1990; member OSMA and AMA.

JOHN GERSTEN, MD, Lincoln,

MA; Ohio State University College

of Medicine, 1933; age 86; died

August 25, 1990; member OSMA
and AMA.

JAMES E. MORGAN, MD,
Lakewood; Northwestern

University Medical School,

Chicago, IL, 1932; age 85; died

August 3, 1990; member OSMA
and AMA.

VALERIAN J. PICHA, MD,
Cleveland; Case Western Reserve

University School of Medicine,

1940; age 81; died August 26, 1990;

member OSMA and AMA.

ANDREW C. RENZ, MD,
Cincinnati; University of

Cincinnati College of Medicine,

1927; age 89; died August 2, 1990;

member OSMA and AMA.

WILLIAM SCHMELZER, MD,
Worthington; Georgetown
University School of Medicine,

Washington, D.C., 1952; age 65;

died August 17, 1990; member
OSMA.

LEO E. STENGER, MD,
Lancaster; Jefferson Medical

College of Thomas Jefferson

University, 1923; age 91; died

August 9, 1990; member OSMA
and AMA.

STEPHEN THIEL, DO,
Cincinnati; Kirksville College of

Osteopathic Medicine, Kirksville,

MO, 1931; age 82; died July 22,

1990; member OSMA and AMA.

SAMUEL M. WIGSER, MD,
Cincinnati; University of

Cincinnati College of Medicine,

1958; age 56; died August 28,

1990; member OSMA and AMA.

OLD STRENGTH!
NewVision

Turner and Shepard combines the stability and

experience of more than 40 years in business with

a youthful, new management group dedicated to

finding cost-efficient solutions to your insurance

needs. Turner and Shepard and your OSMA . .

.

making affordable the benefits you need.

ATURNER Si SHEPARD, inc.
17 South High Street, Columbus, Ohio 43215 614 228-6115
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SPECIAL REPORT

RECENT DEVELOPMENTS IN THE
MANAGEMENT OF EPILEPTIC SEIZURES

Mark Rayport, MD, PhD
James F. Quilty, Jr., MD

Unprecedented advances in the accuracy and quality of

health care of persons with epilepsy have developed in the past

decade. The scope of these advances has encompassed the neuro-

biologic, neurodiagnostic, neurological, 1 ’2 ' 3 neurosurgical, 4
' 5,6

neuropsychiatric, 7
'8 neuropsychologic, pharmacotherapeutic 9

and, not least, the interpersonal and intrapsychic spheres 8 of

this complex, stigmatizing and sometimes obdurate disorder. In

its impact on a patient’s life quality, epilepsy was clearly recog-

nized as a hidden handicap producing degrees of disability rang-

ing from minimal to severe.

The momentum for this positive change was created in the

mid-1970s by the interaction of three events: the release of carba-

mazepine [Tegretol®] and of valproic acid [Depakene®] by the

U.S. Food and Drug Administration for the treatment of epilep-

tic seizures, and publication of the report of the National Com-
mission for the Control of Epilepsy and Its Consequences, “Plan

for Nationwide Action on Epilepsy.” 10 The Epilepsy Foundation

of America successfully spearheaded implementation of the

recommendations of the National Commission in cooperation

with governmental agencies and its nationwide network of chap-

ters.

Concurrently, computerized tomographic (CT) brain scan-

ners became available in the U.S., followed in the 1980s by mag-
netic resonance imaging (MRI) of the brain. Intensive seizure

monitoring with simultaneous electroencephalographic (EEG)
and closed-circuit video recording began developing in special-

ized epilepsy treatment centers and has achieved the status of

a major modality for seizure diagnosis and classification. Influ-

ential tools for description and classification of seizures and epi-

lepsies were published in the 1980s under the aegis of the Inter-

national League Against Epilepsy. 11 - 12

The new availability of carbamazepine and valproate gave

substance to the long-desired possibility that anti-epileptic drug
(AED) therapy could be benign or assistive rather than retarding

in the area of mental function and behavior of children and
adults with epilepsy. 7 Contemporaneous research uprooted the

Mark Rayport, MD, PhD, is chair of the Epilepsy Stand-

ards Subcommittee, Medical Advisory Committee,
Bureau for Children with Medical Handicaps, Ohio De-
partment ofHealth and director of the Epilepsy Compre-
hensive Program, Dept, ofNeurological Surgery, Medical
College of Ohio; and James F. Quilty, Jr., MD, is chief,

Division of Maternal and Child Health and Bureau for
Children with Medical Handicaps, ODH.

teaching of the preceding 30 years that combinations of antiepi-

leptic drugs (“polytherapy”) were more effective in the control

of epileptic seizures than AED used singly (“monotherapy”).

The new evidence has indicated that fewer than 30% of patients

gained better seizure control with polytherapy and that patients

on monotherapy had fewer drug-related neurologic and systemic

complications. 1 ’3 Consequently, choice of an AED is now
guided in daily practice by the diagnostic classification of the

patient’s seizures. The initial daily dose of the selected AED
is determined by body weight and age. To achieve optimal results

with AED therapy, adjustments of dosage are based on periodic

AED blood level determinations. The therapeutic response is

evaluated by the combined considerations of achieving full sei-

zure control, avoiding AED side effects and participating in a

normal lifestyle.

Reassessments of the long-term results of AED therapy

brought into focus the previously unacknowledged fact that only

a minority of patients with AED-treated partial epilepsies re-

mained seizure-free for more than a few years.
13 As a specific

example, only 30% of those with long-term partial complex sei-

zure disorders of temporolimbic origin gained complete freedom

from seizures for the long term. In parallel with the development

of this information, the efficacy and safety of neurosurgical in-

tervention in conferring virtually lifelong seizure control became

recognized; the literature indicates that 40% to 80% of patients

are seizure-free postoperatively on AEDs with near-zero mor-

tality and low morbidity. 5 '6 The underutilization of neurosur-

gical therapy was noted. 14 ' 15 Surgical epilepsy centers are be-

coming increasingly available for the highly specialized pre-

operative testing that is required in identifying persons suitable

for successful neurosurgical treatment of intractable epileptic

seizures.

These recent developments have combined to produce an in-

creasingly sophisticated patient and consumer interested in excel-

lence of seizure control in the context of normal personal develop-

ment, educability, employment opportunities and lifestyle.

The importance of these exciting advances in the care of per-

sons with epilepsy was the stimulus for the formation of the

Epilepsy Standards Subcommittee of the Medical Advisory

Committee, Bureau for Children with Medical Handicaps, Ohio

Department of Health. The subcommittee assigned itself the task

of communicating these recent advances to our practicing

colleagues in the ensuing statement of Minimum Care Standards

for Epilepsy for Ohio.

References may be obtained by writing OHIO Medicine.
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MINIMUM CARE STANDARDS FOR
EPILEPSY FOR OHIO
Mark Rayport, MD, PhD
Rosemary Feka, RN
M. Harold Fogelson, MD
Daniel J. Lacey, MD, PhD
Karen Lane, RN, MA
James F. Quilty, Jr., MD
A. David Rothner, MD
G. Dean Timmons, MD
Francis S. Wright, MD

I. Introduction:

Epilepsy is defined as chronic recurrence of seizures

due to causes within the brain. Epilepsy is not a rare condi-

tion. It affects nearly one in every 100 Americans.

In the past 10 years, unprecedented advances have been

achieved in diagnostic accuracy, in pharmacological and

surgical treatment, and in the understanding of the daily

living problems of persons with epilepsy. The Minimum
Care Standards for Epilepsy that follow reflect/are based

on these advances. Diagnostic and treatment services pro-

vided to any person with epilepsy should at least meet

these minimum standards.

II. Diagnosis of Epilepsy, Determination of Cause
and Classification of Seizures:

In every patient with a seizure disorder, the diagnosis

of epilepsy should be established, the cause should be

sought, and the seizures should be classified according

to the Current International Classification of Seizures

(outlined in Appendix A) on the basis of the following

data:

A. Minimum basic information:

1. Medical history

2. Accurate description of seizures by the patient

and by an eyewitness

The above guidelines were developed by the Epilepsy

Standards Subcommitee, Medical Advisory Committee,

Bureau for Children with Medical Handicaps, Ohio De-
partment of Health.

3. Developmental history

4. Social history

5. Family history

6. Physical examination

7. Neurological examination

8. Electroencephalogram (EEG): This test should

be done in all cases of suspected epilepsy. One
or more tracings, as indicated, should be made
on an electroencephalograph with eight channels

minimum, 16 channels or more recommended.
Scalp electrode placement and recording tech-

nique must conform to the standards of the

American Electroencephalographic Society

(please refer to Appendix B). The EEG tracings

should be interpreted by a physician with

competence in EEG interpretation as demon-
strated by training and experience.

B. The following additional studies may be required in

selected patients:

1. Complete blood count

2. Urinalysis

3. Serological studies

4. Blood sugar, glucose tolerance test

5. Other chemical studies of blood or urine

6. Radiologic studies: skull X-rays, computed

tomogram (CT) or/and magnetic resonance

imaging (MRI) of brain, ultrasonic imaging of

the brain in infants

7. EEG with additional electrodes (nasopharyn-

geal, sphenoidal), activation procedures, and/or

prolonged recording (outpatient ambulatory

cassette EEG recording, inpatient intensive
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seizure monitoring with simultaneous EEG and

videotape recording).

8. Spinal fluid examination

9. Toxicology screen

10.

EKG
C. Exclusion of non-epileptic recurrent episodic disorders.

D. Diagnosis of Epilepsy and Classification of Seizures:

The diagnosis of epilepsy is made on evidence of

chronic recurrence of seizures whose causes have been

sought or determined by diagnostic work-up. The sei-

zures should be described according to the current

International Classification of Seizures, outlined in

Appendix A.

III. To Achieve Control of Seizures:

1. Antiepileptic drug (AED) therapy should start

with a single medication (“monotherapy”).

Select one AED appropriate to the patient’s

seizure type according to the International

Classification.

2. Explain the diagnosis of epilepsy to patient

and/or parents. Explain the necessity for full

compliance with the prescribed AED therapy

program. Explain factors that may lower seizure

threshold or inhibit AED effectiveness.

3. Monitor the dosage of AED with blood levels.

Explain AED pharmacokinetics as indicated.

The treating physician should maintain a

combined written record of seizure frequency,

AED dosage and AED blood levels in a format

suitable for longitudinal review. (For sample

form, please see Appendix C.)

IV. To Achieve Normal Lifestyle, Clients/Families

Must Receive or Have Access to:

1. Education:

Regarding all aspects of epilepsy including medi-

cation precautions, precipitating factors of

seizures, diagnostic procedures, behavioral

aspects, promotion of normal growth and
achievement of developmental milestones and
psychosocial maturation. (For suggested read-

ings and community resources, please see

Appendices D and E).

2. Educational, Psychiatric, Psychological and
Social Services:

Assessment, evaluation and treatment of

psychosocial problems of patient and family to

promote adaptation to epilepsy. Provision of

psychological evaluation, promotion of appro-

priate educational placement and identification

of referral to financial and other support services

for patient’s or family’s need.

3. Vocational Assessment and Habilitation:

Assessment, evaluation and planning through

vocational and educational resources to promote
independence and maximize potential for the

client’s functioning in community.

V. For Management of Patients With Incompletely
Controlled Seizures:

1.

Regularly scheduled contacts with treating physi-

cian.

2. Monitoring of AED dosage with periodic blood

levels.

3. Longitudinal records of daily dose, blood level

and seizure frequency to facilitate review. (For

sample form, please see Appendix C.)

4. Additional trials of monotherapy with other anti-

epileptic drugs appropriate to the seizure type.

5. Longitudinal case review at appropriate intervals

for assessment of seizure control, drug side

effects and drug interactions.

6. If monotherapy has failed, appropriate selection

of antiepileptic drug combinations (“polyther-

apy”) with attention to the pharmacokinetics

and interactions of the selected AEDs.
7. If AED therapy has failed to provide seizure con-

trol, referral to a medical center specialized in

the comprehensive treatment of epilepsy.

VI. For Management of Epilepsy-Related

Medical Emergencies:
1. Ongoing and detailed education of the patient

with epilepsy.

2. Ongoing and detailed training of families, health

professionals and school personnel responsible

for a person with epilepsy.

3. Knowledge of how to contact health profession-

als on a 24-hour basis for emergency care.

4. Access to emergency department and hospital

level care within a time consistent with preven-

tion of the complications of severe seizures or

status epilepticus. Status epilepticus is defined

as recurring seizures without recovery of con-

sciousness between attacks. Such care should be

activated also for a prolonged major motor

seizure (convulsion) that threatens to compro-

mise respiratory and cardiovascular functions.

5. Residential facilities housing persons with epi-

lepsy would provide similar access to care by per-

sonnel trained for epilepsy-related emergencies.

VII. For Surgical Management of Patients With
Intractable Seizures:

Persons with drug-refractory epileptic seizures

should be considered for referral to a center specializing

in epilepsy surgery.

Such a center would be located in a provider hos-

pital listed by the Bureau for Children with Medical

Handicaps. The center would have a multidisciplinary

team comprising neurology, electroencephalography,

behavioral specialists (neuropsychiatry, neuropsycholo-

gy, language assessment), a neurosurgeon with compe-

tence in seizure surgery as demonstrated by training

and experience, and registered nurses with training

and/or experience in intensive neurological-neurosur-

gical nursing care.

This center must have facilities for intensive seizure

monitoring with simultaneous video and EEG record-

ing from extracranial or intracranial (epidural, subdural

or stereotactically placed intracerebral) electrodes; a radi-

ology department with facilities for computerized to-

mography (CT), magnetic resonance imaging (MRI) and

angiography of the brain; an operating room in active

use by neurosurgery; and neuro-intensive care beds.
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APPENDIX A
EEG RECORDING STANDARDS

American Electroencephalographic Society: Guidelines in

EEG and Evoked Potentials. J. Clin. Neurophysiol. Vol. 3, suppl.

1, 1986. 152 pp.

APPENDIX B
REVISED INTERNATIONAL CLASSIFICATION OF
SEIZURES (*)

I. PARTIAL (FOCAL, LOCAL) SEIZURES
Partial seizures can be classified into one of the following

three fundamental groups:

A. Simple partial seizures: without impairment of conscious-

ness

B. Complex partial seizures

1. With impairment of consciousness at onset

2. Simple partial onset followed by impairment of con-

sciousness

C. Partial seizures evolving to generalized tonic-clonic convul-

sions (GTC)
1. Simple partial seizures evolving to GTC
2. Complex partial seizures evolving GTC

(*) Abstracted from: Commission on Classification and Termi-

nology of the International League Against Epilepsy: Proposal

for revised clinical and electroencephalographic classification

of epileptic seizures. Epilepsia, 22: 489-501, 1981.

Clinical Seizure Type

A. Simple partial seizures (consciousness not impaired)

1. With motor signs

(a) Focal motor without march

(b) Focal motor with march (Jacksonian)

(c) Versive

(d) Postural

(e) Phonatory (vocalization or arrest of speech)

2. With somatosensory or special-sensory symptoms

(simple hallucinations, e.g., tingling, light flashes)

(a) Somatosensory

(b) Visual

(c) Auditory

(d) Olfactory

(e) Gustatory

(0 Vertiginous

3. With autonomic symptoms or signs (including epi-

gastric sensation, pallor, sweating, flushing, piloerec-

tion and pupillary dilatation)

4. With psychic symptoms (disturbance of higher cerebral

function). These symptoms rarely occur without

impairment of consciousness and are much more com-
monly experienced as complex partial seizures:

(a) Dysphasic

(b) Dysmnesic (e.g., deja vu)

(c) Cognitive (e.g., dreamy states, distortions of time

798

sense)

(d) Affective (fear, anger, etc.)

(e) Illusions (e.g., macropsia)

(f) Structured hallucinations (e.g., music, scenes)

B. Complex partial seizures (with impairment of conscious-

ness)

1. Simple partial onset followed by evolution to complex

symptomatology:

(a) With simple partial features (A.1-A.4.) followed by

impaired consciousness

(b) With automatism

2. With impairment of consciousness at onset:

(a) With impairment of consciousness only

(b) With automatism

C. Partial seizures evolving to secondarily generalized seizures

(these may be generalized tonic-clonic, tonic or clonic):

1. Simple partial seizures evolving to generalized seizures

2. Complex partial seizures evolving to generalized seizures

3. Simple partial seizures evolving to complex partial

seizures evolving to generalized seizures

II. GENERALIZED SEIZURES (CONVULSIVE OR NON-
CONVULSIVE)
Generalized seizures are those in which the first clinical

changes indicate initial involvement of both hemispheres.

Consciousness may be impaired and this impairment may
be the initial manifestation. Motor manifestations are bi-

lateral. The ictal electroencephalographic patterns initially

are bilateral and presumably reflect neuronal discharge which

is widespread in both hemispheres.

Clinical Seizure Type

A. 1. Absence seizures

(a) Impairment of consciousness only

(b) With mild clonic components

(c) With atonic components

(d) With tonic components

(e) With automatisms

(0 With autonomic components

(b through f may be used alone or in combination)

2. Atypical absence seizures may show:

(a) Changes in tone that are more pronounced than in

A.l

(b) Onset and/or cessation that is not abrupt

B. Myoclonic seizures [Myoclonic jerks (single or multiple)]

C. Clonic seizures

D. Tonic seizures

E. Tonic-clonic seizures

F. Atonic seizures (Astatic)

(Combinations of the above may occur, e.g., B and F, B

and D)

III. UNCLASSIFIED EPILEPTIC SEIZURES
Includes all seizures that cannot be classified because of insuf-

ficient or incomplete data, and those that defy classification

in hitherto described categories. This includes some neonatal

seizures, e.g., rhythmic eye movements, chewing, and swim-

ming movements. Longitudinal observation of seizures often

makes seizure classification possible.

IV. STATUS EPILEPTICUS
The term “status epilepticus” refers to a very prolonged

seizure or to seizures that recur frequently enough so that

recovery of consciousness does not occur between attacks.

Status epilepticus may be divided into partial (e.g., Jack-

sonian) or generalized (e.g., absence status or tonic-clonic

status).

OHIO Medicine
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APPENDIX C
LONGITUDINAL EPILEPSY TREATMENT RECORD

NAME DOB UNIT NUMBER _____ SHEET NO.

VISIT
DATE CBZ PHT PRM PB VPA OTHER: OTHER:

SEIZ.

FREQU. REASON(S)
for

CHANGE
of

AED

Dose BL Dose BL Dose BL Dose BL Dose BL Dose BL Dose BL Major

seiz.

per

Minor

seiz.

per

Yr Mo/Day
mg/
day

ug/

ml

mg/
day

ug/

ml

mg/
day

ug/

ml

mg/
day

ug/

ml

mg/
day

ug/
ml

mg/
day

ug/

ml

mg/
day

ug/

ml
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standing Seizure Disorders.” St. Louis, C.V. Mosby, 1984.APPENDIX D
READINGS FOR PERSONS WITH EPILEPSY AND
FAMILY MEMBERS
Cragg, Sheila: “Run, Patty, Run.” San Francisco, Harper & Row,

1980. (Biography)

Davidson, Andrea: “Embrace the Dawn.” McCall, ID, Sylvan

Creek Press, 1989. (Autobiography; neurosurgical treatment)

Dickman, I.: “One Miracle at a Time.” New York, Simon &
Shuster, 1985.

Epilepsy Foundation of America: “Q & A: Questions and

answers about epilepsy.” Landover, MD, 1982.

Epilepsy Foundation of America: “Epilepsy: You and Your

Child: A guide for parents.” Landover, MD, 1983.

Fishman, Steve: “A Bomb in the Brain.” New York, Charles

Scribner’s Sons, 1988.

Freeman, Stephen W.: “The Epileptic in Home, School and

Society.” Springfield, IL, Charles C Thomas, 1979. (For the

professional and the parent)

Girion, Barbara: “A Handful of Stars.” New York, Charles

Scribner’s Sons, 1981. (Novel for young people)

Herman, Bruce P.: “A Multidisciplinary Handbook of Epilep-

sy.” Springfield, IL, Charles C Thomas, 1980. (Management
of persons with epilepsy)

Jan, James E., Robert G. Ziegler and Giuseppe Erba: “Does
Your Child Have Epilepsy?” Austin, TX, PRO-ED Press,

1983.

Lagos, Jorge C.: “Seizures, Epilepsy and Your Child. A Hand-
book for Parents, Teachers and Epileptics of All Ages.” New
York, Harper & Row, 1974. (For parents)

Lechtenberg, R.: “Epilepsy and the Family.” Cambridge,

Harvard University Press, 1984. (Debatable assessment of

epilepsy surgery)

McGovern, Shelagh: “The Epilepsy Handbook.” London,

British Epilepsy Association, Crowthorne House, New
Wokingham Road, Wokingham, Berkshire, RG11 3AY,

England, 1981. (Practical advice for individuals and families)

Middleton, Allen H., Arthur A. Attwell and Gregory O. Walsh:

“Epilepsy: A Handbook for Patients, Parents, Families,

Teachers, Health and Social Workers.” Boston, Little, Brown,

1981.

Nogan, Alan: “Epilepsy: A Medical Handbook for Physicians,

Nurses, Teachers, Parents.” Dallas, Taylor Publishing Co.,

1980.

Porter, Roger: “Epilepsy, One Hundred Elementary Principles.”

Philadelphia, W.B. Saunders, 1984.

Reisner, Helen: “Children with Epilepsy: A Parent’s Guide.”

Kensington, MD, Woodbine House, 1988.

Sands, Harry (editor): “Epilepsy: A Handbook for the Mental

Health Professional.” New York, Brunner Mazel, 1982.

Sands, Harry and Frances C. Minters: “The Epilepsy Fact

Book.” New York, Charles Scribner’s Dons, 1979. (General

information)

Schneider, J.W. and P. Conrad: “Having Epilepsy: The Experi-

ence and Control of Illness.” Philadelphia, Temple University

Press, 1983.

Silverstein, Alvin and Virginia B. Silverstein: “Epilepsy.” Phila-

delphia, J.B. Lippincott, 1975. (For older children)

Sugarman, Gerald I.: “Epilepsy Handbook: A Guide to Under-

800

SELECTED REFERENCES FOR PHYSICIANS
Aicardi, J.: “Epilepsy in Children.” New York, Raven Press,

1986.

Dreifuss, F.E.: “Pediatric Epileptology, Classification and Man-
agement of Seizures in the Child.” Boston, John Wright PSG,
1983.

Engel, J.: “Seizures and Epilepsies.” Philadelphia, F.A. Davis,

1989.

Ferguson, S.M. and Rayport, M.: A Multidimensional Approach

to the Understanding and Management of Behavior Distur-

bance in Epilepsy. In: J.G. Howells, ed.: “Modern Perspec-

tives in Clinical Psychiatry New York, Brunner Mazel, 1988.

Pp. 302-330.

Holmes, G.L.: Diagnosis and Management of Seizures in Chil-

dren. In: M. Markowitz, ed.: “Major Problems in Clinical

Pediatrics,” vol 30. Philadelphia, W.B. Saunders, 1987.

Levy, R.H., Dreifuss, F.E., Mattson, R.H., Meldrum, B.S. and

Penry, J.K. eds. “Antiepileptic Drugs.” 3rd Ed. New York,

Raven Press, 1989.

APPENDIX E
COMMUNITY RESOURCES
AMERICAN ELECTROENCEPHALOGRAPHIC SOCIETY
Executive Office

2579 Melinda Drive, N.E.

Atlanta, Georgia 30345

(404) 320-1746

CINCINNATI COUNCIL FOR EPILEPSY
2400 Reading Road
Cincinnati, Ohio 45202

(513) 721-3091

EPILEPSY ASSOCIATION OF CENTRAL OHIO
144 East State Street

Columbus, Ohio 43215

(614) 228-4401

EPILEPSY ASSOCIATION OF WESTERN OHIO
Third National Bank Building, Suite 600

32 North Main Street

Dayton, Ohio 45402

(513) 228-8401

EPILEPSY CENTER OF NORTHWESTERN OHIO, INC.

151 North Michigan

Toledo, Ohio 43624

(419) 241-5401

EPILEPSY FOUNDATION OF AMERICA
4351 Garden City Drive

Landover, Maryland 20785

(301) 459-3700
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EPILEPSY FOUNDATION OF NORTHEAST OHIO
815 Superior Avenue, N.E., Room 314

Cleveland, Ohio 44114

(216) 579-1330

Lorain County Office of EFNEO
5609 West Erie Avenue

Lorain, Ohio 44503

(216) 282-5401

EPILEPSY PROJECT, UCP/SH
326 Locust Street

Akron, Ohio 43202

(216) 762-9755

EPILEPSY SERVICES NETWORK OF OHIO
144 East State Street

Columbus, Ohio 43215

(614) 228-0102

EPILEPSY SERVICES, TRI-COUNTY MENTAL HEALTH
AND COUNSELING SERVICES, INC.

28 West Stimson Avenue

Athens, Ohio 45701

NATIONAL ASSOCIATION OF EPILEPSY CENTERS
5775 Wayzata Boulevard

Minneapolis, MN 55416

(612) 525-1160

NOTE: If you live in an area not listed above, for information

please contact the epilepsy agency nearest you, the Epilepsy Ser-

vices Network of Ohio or the Epilepsy Foundation of America.

NAME/TELEPHONE
M. Harold Fogelson, MD
513-559-4695

APPENDIX F
BUREAU FOR CHILDREN WITH MEDICAL HANDICAPS

Epilepsy Standard Committee
Address

Department of Neurology

Children’s Hospital Medical Center

Elland and Bethesda Avenues

Cincinnati, Ohio 45229-2899

Daniel J. Lacey, MD, PhD
513-226-8426

Director of Child Neurology

Children’s Medical Center

Dayton, Ohio 45404

Mark Rayport, MD, PhD
419-381-3547

(Chair)

Department of Neurological Surgery

Medical College of Ohio
Toledo, Ohio 43699-0008

A. David Rothner, MD
216-444-5514

Cleveland Clinic Foundation

9500 Euclid Avenue, Desk A120
Cleveland, Ohio 44106

G. Dean Timmons, MD
216-253-2113

Akron Pediatric Neurology, Inc.

300 Locust Street, Suite 370

Akron, Ohio 44302

Francis S. Wright, MD
614-461-7622

Children’s Hospital

700 Children’s Drive

Columbus, Ohio 43205

Specialty

Pediatric

Neurology

Pediatric

Neurology

Neurosurgery

Pediatric

Neurology

Neurology

Pediatric

Neurology

BCMH STAFF
Rosemary Feka, RN, Nurse Educator

Karen Lane, RN, MA, Nursing Administrator

James F. Quilty, Jr, MD, Chief, Division of Maternal and Child Health and Bureau for Children with Medical Handicaps, Ohio
Department of Health, Columbus, OH 43216-0013
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OPERATING ROOM.
No, you won’t find gowned-and-scrubbed physi-

cians at work in the courtroom. And yet this arena

increasingly demands our attention. Because this is

where major issues concerning medicine and our

nation’s health policies are resolved. This is where

physicians’ voices must be heard if we are to influ-

ence decisions that directly affect our professional

lives and the well-being of our patients.

Thanks to the AMA, our voices are heard, our

interests are represented, and we do influence

national health policies. Since 1984, the AMA’s
Health Policy Litigation program has enlisted

some of the best— and most respected— lawyers

from across the country to provide constant and

expert advocacy in the courts, particularly the

U.S. Supreme Court.

Thanks to an AMA brief, persons with infec-

tious diseases, including AIDS, are protected

under the federal law prohibiting discrimination

against the handicapped. Thanks to an AMA

brief, the Supreme Court held that Health and

Human Services regulations affecting physician

services under Medicare can be challenged in

federal court. And thanks to an AMA brief, the

constitutionality of some medical liability tort

reform legislation—one possible solution to the

professional liability problem—has been upheld

at the state level.

Our presence in the courts is one of the most

important ways the AMA works on behalf of all

physicians. We draw attention to important issues,

we register our concerns with amicus curiae briefs,

we help state and specialty societies present their

cases. It’s all possible through the support of

individual physicians.

Our members make a difference.

Ifyou ’re already a member, we needyour

continued support. Ifyou ’re not, JOIN TODAY.
Call 1-800-AMA-1452

In most cases, medical association dues may be deductible as professional or business expenses.

Dues and other contributions to the AMA are not deductible as charitable contributions for Federal income tax purposes.
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Zantac® 150 Tablets BRIEF SUMMARY
(ranitidine hydrochloride)

Zantac's 300 Tablets

(ranitidine hydrochloride)

Zantac * Syrup

(ranitidine hydrochloride)

The following is a brief summary only. Before prescribing, see complete prescribing information in

Zantac® product labeling

INDICATIONS AND USAGE: Zantac® is indicated in:

1 Short-term treatment of active duodenal ulcer. Most patients heal within four weeks.

2. Maintenance therapy for duodenal ulcer patients at reduced dosage after healing of acute

ulcers.

3 The treatment of pathological hypersecretory conditions (eg, Zollinger-Ellison syndrome and

systemic mastocytosis).

4. Short-term treatment of active, benign gastric ulcer. Most patients heal within six weeks and

the usefulness of further treatment has not been demonstrated

5. Treatment of gastroesophageal rellux disease (GERD). Symptomatic relief commonly occurs

within one or two weeks after starting therapy. Therapy for longer than six weeks has not been

studied.

In active duodenal ulcer; active, benign gastric ulcer; hypersecretory states; and GERD. con-

comitant antacids should be given as needed for relief of pain.

CONTRAINDICATIONS: Zantac® is contraindicated for patients known to have hypersensitivity to

the drug.

PRECAUTIONS:
General: 1. Symptomatic response to Zantac® therapy does not preclude the presence of gastric

malignancy.

2. Since Zantac is excreted primarily by the kidney, dosage should be adjusted in patients with

impaired renal function (see DOSAGE AND ADMINISTRATION). Caution should be observed in

patients with hepatic dysfunction since Zantac is metabolized in the liver.

Laboratory Tests: False-positive tests for urine protein with Multistix® may occur during Zantac

therapy, and therefore testing with sulfosalicylic acid is recommended.
Drug Interactions: Although Zantac has been reported to bind weakly to cytochrome P-450 in

vitro, recommended doses of the drug do not inhibit the action of the cytochrome P-450-linked

oxygenase enzymes in the liver However, there have been isolated reports of drug interactions that

suggest that Zantac may affect the bioavailability of certain drugs by some mechanism as yet

unidentified (eg. a pH-dependent effect on absorption or a change in volume of distribution).

Carcinogenesis, Mutagenesis, Impairment ot Fertility: There was no indication of tumorigenic or

carcinogenic effects in lifespan studies in mice and rats at doses up to 2.000 mg/kg/d.

Ranitidine was not mutagenic in standard bacterial tests (
Salmonella

. Escherichia coli) for muta-

genicity at concentrations up to the maximum recommended for these assays.

In a dominant lethal assay, a single oral dose of 1 ,000 mg/kg to male rats was without effect on

the outcome of two matings per week for the next nine weeks.

Pregnancy: Teratogenic Ettects: Pregnancy Category B: Reproduction studies have been per-

formed in rats and rabbits at doses up to 160 times the human dose and have revealed no evi-

dence of impaired fertility or harm to the fetus due to Zantac. There are, however, no adequate and

well-controlled studies in pregnant women Because animal reproduction studies are not always

predictive of human response, this drug should be used during pregnancy only if clearly needed.

Nursing Mothers: Zantac is secreted in human milk Caution should be exercised when Zantac is

administered to a nursing mother

Pediatric Use: Safety and effectiveness in children have not been established

Use in Elderly Patients: Ulcer healing rates in elderly patients (65 to 82 years of age) were no dif-

ferent from those in younger age groups. The incidence rates for adverse events and laboratory

abnormalities were also not different from those seen in other age groups.

ADVERSE REACTIONS: The following have been reported as events in clinical trials or in the rou-

tine management of patients treated with Zantac®. The relationship to Zantac therapy has been

unclear in many cases. Headache, sometimes severe, seems to be related to Zantac administra-

tion.

Central Nervous System: Rarely, malaise, dizziness, somnolence, insomnia, and vertigo. Rare

cases of reversible mental confusion, agitation, depression, and hallucinations have been reported,

predominantly in severely ill elderly patients. Rare cases of reversible blurred vision suggestive of

a change in accommodation have been reported.

Cardiovascular: As with other H 2-blockers, rare reports of arrhythmias such as tachycardia,

bradycardia, atrioventricular block, and premature ventricular beats.

Gastrointestinal: Constipation, diarrhea, nausea/vomiting, abdominal discomfort/pain, and rare

reports of pancreatitis

Hepatic: In normal volunteers, SGPT values were increased to at least twice the pretreatment lev-

els in 6 of 12 subjects receiving 100 mg qld intravenously for seven days, and in 4 of 24 subjects

receiving 50 mg qid intravenously for five days. There have been occasional reports of hepatitis,

hepatocellular or hepatocanalicular or mixed, with or without jaundice. In such circumstances,

ranitidine should be immediately discontinued. These events are usually reversible, but in exceed-

ingly rare circumstances death has occurred

Zantac® 150 and 300 (ranitidine hydrochloride) Tablets

Zantac® (ranitidine hydrochloride) Syrup

Musculoskeletal: Rare reports of arthralgias.

Hematologic: Blood count changes (leukopenia, granulocytopenia, thrombocytopenia) have
occurred in a few patients. These were usually reversible. Rare cases of agranulocytosis, pancy-

topenia, sometimes with marrow hypoplasia, and aplastic anemia have been reported.

Endocrine: Controlled studies in animals and man have shown no stimulation of any pituitary hor-

mone by Zantac and no antiandrogenic activity, and cimetidine-induced gynecomastia and impo-

tence in hypersecretory patients have resolved when Zantac has been substituted However, occa-

sional cases of gynecomastia, impotence, and loss of libido have been reported in male patients

receiving Zantac, but the incidence did not differ from that in the general population.

Integumentary: Rash, including rare cases suggestive of mild erythema multiforme, and, rarely,

alopecia.

Other: Rare cases of hypersensitivity reactions (eg, bronchospasm, fever, rash, eosinophilia), ana-

phylaxis, angioneurotic edema, and small increases in serum creatinine.

0VERD0SAGE: Information concerning possible overdosage and its treatment appears in the full

prescribing information.

DOSAGE AND ADMINISTRATION: (See complete prescribing information in Zantac® product

labeling).

Active Duodenal Ulcer: The current recommended adult oral dosage is 150 mg or 10 ml (2 tea-

spoonfuls equivalent to 150 mg of ranitidine) twice daily. An alternate dosage of 300 mg or

20 ml (4 teaspoonfuls equivalent to 300 mg of ranitidine) once daily at bedtime can be used for

patients in whom dosing convenience is important. The advantages of one treatment regimen

compared to the other in a particular patient population have yet to be demonstrated

Maintenance Therapy: The current recommended adult oral dosage is 150 mg or 10 ml (2 tea-

spoonfuls equivalent to 150 mg of ranitidine) at bedtime.

Pathological Hypersecretory Conditions (such as Zollinger-Ellison syndrome): The current rec-

ommended adult oral dosage is 150 mg or 10 ml (2 teaspoonfuls equivalent to 150 mg of raniti-

dine) twice a day. In some patients it may be necessary to administer Zantac® 150-mg doses

more frequently. Doses should be adjusted to individual patient needs, and should continue as

long as clinically indicated. Doses up to 6 g/d have been employed in patients with severe disease.

Benign Gastric Ulcer: The current recommended adult oral dosage is 150 mg or 10 ml (2 tea-

spoonfuls equivalent to 150 mg of ranitidine) twice a day.

GERO: The current recommended adult oral dosage is 150 mg or 10 ml (2 teaspoonfuls equivalent

to 150 mg of ranitidine) twice a day.

Dosage Adjustment lor Patients with Impaired Renal Function: On the basis of experience with a

group of subjects with severely impaired renal function treated with Zantac, the recommended
dosage in patients with a creatinine clearance less than 50 ml/min is 150 mg or 10 ml (2 tea-

spoonfuls equivalent to 150 mg of ranitidine) every 24 hours. Should the patient’s condition

require, the frequency of dosing may be Increased to every 12 hours or even further with caution

Hemodialysis reduces the level of circulating ranitidine Ideally, the dosage schedule should be

adjusted so that the timing of a scheduled dose coincides with the end of hemodialysis.

HOW SUPPLIED: Zantac® 300 Tablets (ranitidine hydrochloride equivalent to 300 mg of raniti-

dine) are yellow, capsule-shaped tablets embossed with "ZANTAC 300" on one side and “Glaxo"

on the other. They are available in bottles of 30 (NDC 0173-0393-40) tablets and unit dose packs

of 100 (NDC 0173-0393-47) tablets.

Zantac®’ 150 Tablets (ranitidine hydrochloride equivalent to 150 mg of ranitidine) are white

tablets embossed with “ZANTAC 150" on one side and "Glaxo” on the other. They are available in

bottles of 60 (NDC 0173-0344-42) and 100 (NDC 0173-0344-09) tablets and unit dose packs of

100 (NDC 0173-0344-47) tablets

Store between 15° and 30° C (59° and 86° F) in a dry place. Protect Irom light. Replace cap

securely alter each opening.

Zantac® Syrup, a clear, peppermint-flavored liquid, contains 16.8 mg of ranitidine hydrochloride

equivalent to 15 mg of ranitidine per 1 ml in bottles of 16 fluid ounces (one pint) (NDC 0173-

0383-54).

Store between 4° and 25° C (39° and 77° F). Dispense in tight, light-resistant containers as

defined in the USP/NF.
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CLASSIFIED ADVERTISING

Employment

Opportunities

ANESTHESIOLOGIST — Available for

vacation coverage. (216) 321-1847.

CLEVELAND, SOUTH — Seeking full-

time and part-time emergency physicians

for low-volume facility within easy drive

of Cleveland and Akron. ACLS certifica-

tion and primary care experience required.

Competitive compensation and malprac-

tice insurance provided. Incentive bonus

available. Contact: Emergency Con-
sultants, Inc., 2240 S. Airport Road,

Room 54, Traverse City, MI 49684;

1-800-253-1795 or in Michigan
1-800-632-3496.

COLUMBUS, OHIO: Physician needed

to staff urgent care facilities. Competitive

salary, full benefits. Respond with CV to

Paul Zeeb, MD, Medical Director,

Primary Medical Associates, Inc., 4900

Gettysburg Road, Columbus, OH 43220.

FAMILY PRACTICE OPPORTUNITY
— Excellent opportunity to join a grow-

ing multi-doctor group of Board-certified,

residency-trained family physicians. Ex-

cellent location within 40 miles of Colum-
bus, Ohio. Area has high growth and

stability potential in the 1990s. For more
information, call or write Dr. Patrick

Scarpitti, MD, 14 Westgate Dr., NE,
Newark, OH 43055, phone (614) 522-8321.

FAMILY PRACTICE OR INTERNAL
MEDICINE — Excellent opportunity to

join a well-established solo family prac-

tice at heart of Ohio. One hour from Col-

umbus and Toledo. Competitive compen-
sation package. For more information

please contact: K. Park, MD, 107 Houpt
Drive, Upper Sandusky, OH 43351.

INTERNIST — Part-time to help super-

vise cardiac rehab and office. Position

available in private Springfield, Ohio of-

fice setting. For further details call (513)

323-1404.

INTERNAL MEDICINE BC/BE —
30 minutes from major metropolitan

area, in N.E. central Ohio, progressive

medical staff and growing communi-
ty (referral area 100,000 pop.), com-
petitive financial packages, indepen-

dent or group practice arrangements.

Contact Molly Demuth or Jack Bur-

nham, MD, Union Hospital, 659

Boulevard, Dover, OH 44622 (216)

343-3311.

MICHIGAN, ANN ARBOR SUBURB
— Primary care specialists needed.

Group-managed practice. Call 1 in 3.

First-year income guarantee, benefits and
paid malpractice. Call: Wanda Parker, Sr.

Associate, E.G. Todd Associates, 535 Fifth

Avenue, Suite 1100, New York, NY 10017.

Toll free (800) 221-4762. Collect (212)

599-6200.

NORTHWEST OHIO — Primary care

physician needed to work full time, part

time in well-equipped facility. Salary,

benefits competitive. Call Community
Health Services (800) 726-0387 or send

CV to R. Wise, CHS, 410 Birchard

Avenue, Fremont, OH 43420.

OB/GYN PHYSICIAN BC/BE —
N.E. central Ohio, 30 minutes from
major metropolitan area, progressive

medical staff and growing communi-
ty (referral area 100,000 pop.), com-
petitive financial packages, indepen-

dent or group practice arrangements.

Contact Molly Demuth or Jack Bur-

nham, MD, Union Hospital, 659

Boulevard, Dover, OH 44622 (216)

343-3311.

OHIO: FAMILY PHYSICIAN —
BE/BC, residency-trained. Eastern

suburbs of Cleveland. Join two other

Board-certified, residency-trained family

physicians in a 1 Vi -year-old growing prac-

tice. High-quality ambulatory and inpa-

tient care. No OB. Faculty appointment
available. Excellent compensation and
fringes. Contact: Frank M. Klaus, Direc-

tor of Physicians’ Services, University

Mednet, 18599 Lakeshore Blvd.,

Cleveland, OH 44119. In Ohio:
1-800-228-0834 or (216) 383-7823.

OHIO, NORTHEAST/CLEVELAND —
Emergency department physicians need-

ed for 20,000 to 40,000 patient volume

hospital emergency departments in greater

Cleveland area. Physician must be Board-

certified in emergency medicine,

residency-trained in emergency medicine

or be Board-prepared in emergency

medicine. Salary and benefits package

worth S150K. Full partnership eligibility

in two years. Interested individuals, please

submit CV to: P.O. Box 770551,

Lakewood, OH 44107.

THE OHIO STATE MEDICAL
ASSOCIATION is seeking applications

for the full-time position of medical direc-

tor of the statewide Physician Effec-

tiveness Program (PEP). Candidates

should possess an Ohio license or be eligi-

ble for licensure to practice medicine in

Ohio; have experience in treatment of

chemical dependency; a strong

background in administration; ability to

work with a variety of organizations and
individuals; and be articulate and willing

to speak frequently before audiences.

Resumes should be directed to Physician

Effectiveness Program, OSMA, 1500 Lake

Shore Drive, Columbus, OH 43204-3824.

PEDIATRICIAN BC/BE — Pro-

gressive medical staff and growing

community (referral area 100,000

pop.), N.E. central Ohio, competitive

financial packages, independent or

group practice arrangements. Contact

Molly Demuth or Jack Burnham, MD,
Union Hospital, 659 Boulevard, Dover,

OH 44622 (216) 343-3311.

PITTSBURGH AREA — New fee-for-

service ED group at The Medical Center

in Beaver, Pennsylvania is seeking an

associate director, full-time and part-time

emergency physicians for this 475-bed

Level II center. Double and triple coverage

during peak periods provides reasonable

patient load. New fast-track area, ex-

cellent medical staff back-up, CEN-
certified ED nurses, and full ad-

ministrative support. Outstanding com-
pensation and paid malpractice insurance.

Benefit package available to full-time

staff. Board eligibility or certification in

emergency medicine or primary care

specialty, and ACLS required. Contact:

Karen Remai, Emergency Consultants,

Inc., 2240 S. Airport Rd., Room 54,

Traverse City, MI 49684; 1-800-253-1795.
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Classified Advertising

PRIVATE PRACTICE OPPOR-
TUNITIES — Exist in southern Indiana,

affiliated with a 590-bed hospital.

Specialties include internal medicine and
family practice. Competitive compensa-

tion plan and attractive partnership ar-

rangement available. Send CV to Don
Hoit, 11222 Tesson Ferry Rd., Suite 203,

St. Louis, MO 63123 or call

1-800-336-3963.

REGIONAL MEDICAL MANAGER —
HMO HealthOhio, a division of Blue

Cross & Blue Shield of Ohio, is currently

seeking a motivated individual to assume

management of its Akron area HMO
facilities. Must be Board-certified in a

primary care specialty, licensed in the state

of Ohio and have 3-5 year’s experience of

direct medical care. Prior experience in the

area of utilization review is desirable. Posi-

tion will include both clinical and ad-

ministrative responsibilities. We offer a

competitive salary and exceptional benefit

package. Interested candidates please res-

pond to: Search Committee, Dept.

5700-TB, Blue Cross & Blue Shield of

Ohio, 2060 East Ninth St., Cleveland, OH
44115. An Equal Opportunity Employer.

Equipment

AUTOCLAVES — New Vernitron, state-

of-art, 3 models, 20% discount;

Microscope B & L (new); Cryogun (new);

refurbished Hewlett Packard heart

monitors and Ohio anesth. machines,

calibrated. Call or write Bernard Medical

Resources, 1555 Dixie Highway, Cov-
ington, KY 41011 (616) 581-5205.

Next month

place your

classified ad

here

Practice for Sale

INTERNAL MEDICINE — Practice for

sale. Physician retiring after 38 years

wishes to sell successful practice. Excellent

opportunity for Board-eligible or Board-

certified physician in internal

medicine/cardiology. Located in S.W.

Ohio. Practice is associated with four area

hospitals and has an excellent referral

system. Interested parties may contact Mr.

Gary Geiss, 3052 Queen City Ave., Cin-

cinnati, OH 45238.

INTERNAL MEDICINE — Available

summer 1991. Physician retiring after 34

years. Successful stable practice, excellent

location, adjacent to major hospital.

North-central Ohio. Building and equip-

ment included. Service area 100,000. Will

introduce. Call (419) 525-2241, 8-5,

weekdays.

PREMIUM SUBURBAN FAMILY
PRACTICE — 10 years old; annual gross

$200,000; creative financing available;

Call Dr. James Fast at (614) 927-1533 in

Columbus after 7 p.m.

WANT TO BUY PRACTICE — General

internal medicine or internal

medicine/cardiology. Reply to Box 227,

c/o OHIO Medicine, 1500 Lake Shore Dr.,

Columbus, OH 43204-3824.

Seminars

UPDATE IN CARDIOVASCULAR
DISEASE 1990, DECEMBER 6 —
Medical College of Ohio, Toledo, OH;
physician update in diagnosis, treatment

and management of heart disease pa:

tients. Featured speakers include Drs.

David Benditt, Gary Gerstenblith and
Frank Marcus. Category 1 AMA and

AAFP credit approved. For registration

information contact Susan Hahn, Office

of CME, Medical College of Ohio, PO
Box 10008, Toledo, OH 43699-0008; (419)

381-4237.

Medical Aids

Help for your
practice

200 medication errors

and how to avoid

them
Author Michael Cohen, who

regularly gathers information on
medication errors as they occur in

hospitals and other health-care

facilities, has assembled 200

common medication errors, based

on real-life cases and investigated

their sources and related

circumstances, as well as practical

and direct ways to prevent them.

Each case presented in this book
summarizes what went wrong,

where, how and when. There is

also a special section showing

confusing drug orders (reproduced

exactly as they were written by

hand) with an explanation of how
and why these orders were

misunderstood.

Copies may be obtained from

local campus medical bookstores

(call 1-800-346-7844 to find a

source near you), or order directly

from Springhouse Publishing

Company, 1111 Bethlehem Pike,

Springhouse, PA 19477. 0SMA

Catalogue for the

disabled

Physicians who care for

physically disabled patients may
want to tell them about a new
catalogue offered by DU-IT
Control Systems Group, which

designs and manufactures aids for

people with high spinal cord

injuries, severe cerebral palsy and

other neuromuscular diseases. The
catalogue features 40 of the

company’s high-tech electronic aids

for the physically disabled.

Copies may be ordered by

writing Barb Heinrichs, DU-IT
Control Systems, 8765 Township

Rd. 513, Shreve, OH 44676. 0SMA
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Clinical clips

78%
Number of obstetricians and gynecologists who have been

sued for malpractice at least once in their careers

15%
Number of adults in Ohio personally caring for loved one

who is sick or disabled

6 .6%
Number of adults caring for one or both parents

2.5%

Number of adults caring for a spouse

4%
Number of adults caring for another relative

25%
Percentage of increase in health-care costs annually

$3,000

Amount employer pays for health care per employee annually

$113 billion

Amount of money nation spent in 1989 on doctor visits

9%
The increase the nation paid on all medical care services —

for doctors, other professionals, hospitals and health

insurance premiums in 1989 compared to 1988

19th

Ohio’s ranking in state health based on 17 statistical

measures of health such as smoking, traffic death rates

and mortality indexes

Sources for Clinical Clips on page 769
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OHIO RESEARCH

WRIGHT STATE
UNIVERSITY . . .

Repeated pregnancy loss

Pregnancies — why some are

successful and others are not

—

have become the subject of a

Wright State University

researcher’s study.

Neal Rote, MD, a reproductive

immunologist who was recently

appointed as professor and chair

of the Department of

Microbiology and Immunology at

WSU, is developing a program to

specifically examine why some
women experience recurrent

pregnancy loss — which is

described as three or more
miscarriages in a row.

“To an immunologist, pregnancy

is an anachronism that should not

really occur,” says Dr. Rote. It

does, of course, with an 80%
success rate for those who are

diagnosed clinically. For Dr. Rote,

however, it is the 20% that holds

interest.

For the study, Dr. Rote is

researching two immunological

causes of recurrent pregnancy loss.

One, autoimmune disease, usually

does not affect pregnancy, but a

recently identified blood disease

called antiphospholipid antibody

syndrome can cause serious

problems. According to Dr. Rote,

it causes the blood to clot when it

shouldn’t, which can cause high

blood pressure, which in turn can

force premature delivery of the

baby.

The current treatment is a daily

dose of baby aspirin, which, in

severe cases, is combined with

prednisone or heprin. In eight of

10 cases, a successful pregnancy

results.

Recurrent pregnancy loss can

also be attributed to alloimmune
disorder, which disrupts signals

between the placenta and the

mother’s immune system.

“The placenta is not able to

evoke a protective response,” Dr.

Rote says, “possibly because its

signal is too weak or not present

at the right time.”

One theory for this type of

pregnancy loss holds that genes

that regulate the mother’s and
father’s immune systems are too

similar at a specific genetic

marker. To reverse the syndrome,

Dr. Rote has been involved with

experiments where the mother is

injected with white blood cells

from the father, which sensitizes

her to genetic markers from his

immune cells. That way, the

mother is essentially immunized
against the father.

“Because we don’t understand

normal pregnancy well enough, we
also don’t understand why this

therapy works,” says Dr. Rote,

adding that the treatment has an

80% success rate (about the same
for normal pregnancies).

As complicated as his research

is, Dr. Rote says that the results

can be enormously gratifying.

“It’s easier working with mice

or some other experimental

model,” he says, “but seeing a

woman walk out of the hospital

with a child in her arms, when
before she had lost three or four

pregnancies — that’s pretty

satisfying.” OSMA

OHIO STATE
UNIVERSITY . . .

Respiratory Distress

Syndrome researched

An opportunistic disease that

kills approximately half of its

victims is to be the subject of

an Ohio State University

physician’s research.

W. Bruce Davis, MD, an

associate professor of pulmonary
and critical care medicine, has

received a grant from the

American Lung Association of

Ohio to study Adult Respiratory

Distress Syndrome (ARDS), which,

he says, comes on in the wake of

“medical and surgical

catastrophes,” such as accidents,

burns and bloodstream infections.

The disease, which strikes an

estimated 150,000 Americans each

year, “gallops,” Dr. Davis says.

“By the time you recognize it, the

person almost needs to be on a

respirator.”

The disease causes white blood

cells to pour into the lungs in

unusually high numbers, and

scientists believe those cells release

oxidants that damage the lungs. In

effect, “the immune system turns

against itself,” says Dr. Davis,

who, with his colleagues, is trying

to determine exactly how the lungs

are damaged.
Dale Hollern, executive director

of the American Lung Association

of Ohio, says Dr. Davis’ work is

especially important because the

disease is potentially preventable.

“In the 1980s, we made so many
advances in (treating) trauma, yet

this syndrome sometimes overrides

all the other problems. It comes

out of the blue,” Hollern says.

“We can save a lot of people . . .

if we can get some answers.”

Those answers may be slow in

coming, according to Dr. Davis, who
notes that research “works in fits and

sputters. It’s not like you always know
who the enemy is in research.”

But, he adds, “Eventually . . .

things evolve that trickle back to

the bedside, and we get better at

taking care of patients.” OSMA

808 OHIO Medicine
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’s smoke...there may be bronchitis

Putvutes*
250 mg

cefaclor

‘Recent research

has delineated

early, more subtle

changes in lung and
immune functions. These
alterations directly

predispose smokers to

respiratory tract infection.”

Am Fam Phys 1987;36:133-140

Established therapy
for today’s patients

For respiratory tract infections due to

susceptible strains of indicated organisms

Brief Summary.

Consult the package literature for preserving information

Indication: Lower respiratory infections
,
including

pneumonia, caused by Streptococcus pneumoniae,

Haemophilus influenzae, and Streptococcus pyogenes

(group A p-bemolytic streptococci).

Contraindication: Known allergy to cephalosporins.

Warnings: CECLOR SHOULD BE ADMINISTERED
CAUTIOUSLY TO PENICILLIN-SENSITIVE PATIENTS.

PENICILLINS AND CEPHALOSPORINS SHOW PARTIAL

CROSS-ALLERGENICITY POSSIBLE REACTIONS
INCLUDE ANAPHYLAXIS.

Administer cautiously to allergic patients.

Pseudomembranous colitis has been reported with

virtually all broad-spectrum antibiotics. It must be con-

sidered in differential diagnosis of antibiotic-associated

diarrhea. Colon flora is altered by broad-spectrum

antibiotic treatment, possibly resulting in antibiotic-

associated colitis.

Precautions:

• Discontinue Ceclor In the event of allergic reactions to it.

• Prolonged use may result in overgrowth of non-

susceptible organisms.

• Positive direct Coombs' tests have been reported

during treatment with cephalosporins.

• Ceclor should be administered with caution in the

presence of markedly impaired renal function. Although

dosage adjustments In moderate to severe renal

impairment are usually not required, careful clinical

observation and laboratory studies should be made.
• Broad-spectrum antibiotics should be prescribed with

caution in individuals with a history of gastrointestinal

disease, particularly colitis.

• Safety and effectiveness have not been determined in

pregnancy, lactation, and infants less than one month

old. Ceclor penetrates mother's milk Exercise caution

in prescribing for these patients

Adverse Reactions: (percentage of patients)

Therapy-related adverse reactions are uncommon.

Those reported include:

• Hypersensitivity reactions have been reported in about

1.5% of patients and include morbilliform eruptions

(1 in 100). Pruritus, urticaria, and positive Coombs'

tests each occur in less than 1 1n 200 patients. Cases

of serum-stckness-like reactions have been reported

with the use of Ceclor. These are characterized by

findings of erythema multiforme, rashes, and other skin

manifestations accompanied by arthritis/arthralgia, with

or without fever, and differ from classic serum sickness

in that there is infrequently associated lymphadenopathy

and proteinuria, no circulating immune complexes, and

no evidence to date of sequelae of the reaction. While

further investigation is ongoing, serum-sickness-like

reactions appear to be due to hypersensitivity and more

often occur during or following a second (or subsequent)

course of therapy with Ceclor. Such reactions have been

reported more frequently in children than In adults with

an overall occurrence ranging from 1 in 200 (0.5%) in

one focused trial to 2 in 8,346 (0.024%) in overall

clinical trials (with an incidence in children in clinical

trials of 0.055%) to 1 in 38,000 (0.003%) in spon-

taneous event reports. Signs and symptoms usually

occur a few days after initiation of therapy and subside

within a few days after cessation of therapy; occasion-

ally these reactions have resulted in hospitalization,

usually of short duration (median hospitalization = two

to three days, based on postmarketing surveillance

studies). In those requiring hospitalization, the symp-

toms have ranged from mild to severe at the time of

admission with more of the severe reactions occurring

in children. Antihistamines and glucocorticoids appear

to enhance resolution of the signs and symptoms. No

serious sequelae have been reported.

• Stevens-Johnson syndrome, toxic epidermal necrolysis,

and anaphylaxis have been reported rarely. Anaphylaxis

may be more common in patients with a history of

penicillin allergy.

• Gastrointestinal (mostly diarrhea): 2.5%
Symptoms of pseudomembranous colids may appear

either during or after antibiotic treatment.

• As with some penicillins and some other cephalo-

sporins, transient hepadtis and cholestatic jaundice

have been reported rarely.

• Rarely, reversible hyperactivity, nervousness, insomnia,

confusion, hypertonia, dizziness, and somnolence have

been reported.

• Other: eoslnophilia, 2%; genital pruritus or vaginitis,

less than 1% and, rarely, thrombocytopenia and reversible

interstitial nephritis.

Abnormalities in laboratory results of uncertain etiology.

• Slight elevations in hepatic enzymes.
• Transient lymphocytosis, leukopenia, and, rarely,

hemolytic anemia and reversible neutropenia.

• Rare reports of Increased prothrombin time with or

without clinical bleeding in patients receiving Ceclor

and Coumadin concomitantly.

• Abnormal urinalysis; elevations in BUN or serum

creatinine.

• Positive direct Coombs' test.

• False-positive tests for urinary glucose with Benedict's

or Fehling’s solution and Clinitest' tablets but not with

Tes-Tape" (glucose enzymatic test strip, Lilly).

PA 8791 AMP [021490 LRI]

Additional information available to the profession

on reguest from Ell Lilly and Company, Indianapolis,

Indiana 46285.

Eli Lilly Industries, Inc

Q^v7 Carolina, Puerto Rico 00630
A Subsidiary of Ell Lilly and Company

__J Indianapolis, Indiana 46285
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Presidential Perspectives

With the start of a new year, many of us will be taking stock of

ourselves — reevaluating our positions, reflecting on our successes and
assets, trying to cut our losses. Organizations must do the same.

Taking Stock
By John A. Devany, MD
President of the OSMA
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N ow that the elections and
Thanksgiving are over, we
look forward to the

holidays, the New Year and its

resolutions. Many of us will take

stock, reevaluate our positions, be

happy about our successes and

assets and try to cut our losses.

Organizations must do the same.

We have established a long-range

planning committee of Council.

All are aware of the wrenching

changes taking place in society and
in society and medicine — The
committee will be considering the

future shape and direction of the

association.

We all have seen some
organizations flourish in a

competitive environment and
others fail or just drag on. It

seems to me that the difference

between organizational success and
status depends on: 1) Having a

clear understanding of the

constituency and its ability to

emphasize a unique role to that

constituency through special

capabilities; 2) Having the ability

to marshal forces to accomplish a

key objective and to adapt as that

objective changes; 3) Having a

well-developed and clearly

communicated long-range plan.

In the early stages of planning,

the group can free-float any course

of action, forgetting political and
fiscal restraints, then reality steps

in and demands priorities and
selectivity.

We must consider many critical

areas: Enhancing communications

with the government (already

good), with the members and with

the public is the backbone of any

plan to improve the effectiveness

of the organization — but

communications are a two-way

street. Council is well aware that

we are working in a day of

virtually capped incomes for our

membership, and a day of rising

expenses for them. Competition

from other professional societies

forces us to be sure we are giving

value for dues. I am asking each

of you to think about the future

of the OSMA and talk to your

delegates, your councilors and, yes,

even call me (419-535-0438). I’ll

get back to you. Organizational

unity is important.

You can already see that we have

had to reduce the size of this

journal because advertising revenue

has dropped. All across the

country in state journals it is the

same, and there is no reasonable

possibility of it increasing.

Council is looking at the

expense of CME meetings

sponsored by OSMA across the

state. Excellent programs are going

virtually unattended. The large

number of programs available

across the state and nation seems

to indicate that we need to

maintain a program certifying

presence, but active sponsorship is

unnecessary.

The Annual Meeting is an

important event for OSMA. It is

also an expensive one. It is not

Council’s meeting, it is not staff’s

meeting, it is your meeting, and in

reality you get your message

through quite well. Last year,

Council tried to streamline the

reference committees and got our

Continued on page 814
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829 The Ins and Outs of the Canadian Medical Care System

John O’Brien-Bell, MD, immediate past president of the Canadian Medical

Association, believes you can’t import someone else’s system. You must balance out

the strengths and weaknesses of any system. The health-care system needs to be

uniquely American.

831 The Fantasy Up North

By Robert J. White, MD, PhD
Dr. White presents his commentary on the Canadian system. He believes when it

comes to universal health insurance, you have to keep two words in mind — taxes and

rationing.

832 The County Coroner: Advancing the Image

Some might think that county coroners spend their days doing nothing but rushing to

the scenes of heinous murders and gathering incriminating evidence. But as these real-

life Quincy’s attest, there’s much more than meets the eye.

834 OSMA: Changing Directions in the ’90s

One year ago the OSMA initiated a study of member and non-member attitudes

toward the association. The purpose of the research was to determine the current

perceptions physicians have of the association as well as to identify how the OSMA
can become more responsive to physicians’ needs. Here are the results.
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Auxiliary Page

The Spirit

of Giving

By Sue Massie

OSMA Auxiliary President

• Like many others, physicians and auxilians

get caught up in the humanitarian spirit of the

holidays. But more impressive is the fact that

they exhibit this spirit throughout the year.

Regardless of one’s

background, the holiday

season seems to bring about

a quality of compassion and
concern for others that warms
hearts and exudes a climate of

peace and joy. It’s a wonderful

time of the year.

Auxilians and physicians join

many others who get caught up in

the humanitarian spirit of the

holidays. Their projects for the

season include providing health

care, clothing, gifts, financial

assistance, parties and joy to the

less fortunate. But more impressive

is the fact that auxilians and
physicians exhibit this

humanitarian spirit and
compassion all through the year.

Our national president, Norma
Skoglund, has designated

“Volunteerism — The Value of

Your Service” as her motivational

philosophy for the AMA Auxiliary

year. Auxilians and physicians

across the nation spend incredible

time and energy to make life better

for others.

Throughout Ohio, there are

physicians who are volunteering in

centers providing health care for

the homeless or less fortunate,

teaching and mentoring in schools,

doing research, compiling

information to educate the public

about potential and existing health

problems, and doing team

physicals or acting as team

physicians.

Some physicians serve on a

physicians effectiveness committee

to assist physicians who are having

difficulties of some nature with

their problems. They have certainly

demonstrated commitment to their

challenges. Education and support

are two important ingredients in

- Ijjsji

" \

their successes.

As I visit the county auxiliaries,

I am continually amazed at the

phenomenal projects that are being

conducted in Ohio through the

compassion and concern of

medical auxiliaries and/or

auxilians.

Skoglund stated that

“volunteerism is a reflection of

compassion, unselfishness, and
sharing. It is our legacy of

caring.” Physicians and auxilians

are providing educational

programs, physical help in health-

related projects, funds to provide

the means to enable worthwhile

projects to be in existence, and a

deep sense of caring to the

communities in Ohio.

The value of your service goes

far beyond a monetary value, and

is evidence to your community that

you care. Volunteerism is and has

been evident among auxilians, but

most importantly it is a growing

phenomenon among physicians.

Physicians and auxilians

experience peace and joy

throughout the year because of the

very nature of this profession we

have chosen as our way of life —
service to others.

Let’s continue our commitment
of service to others — not only

during this holiday season, but

also throughout the year. Happy
Holidays! OSMA
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Letters to the Editor

More on infectious

waste disposal

To the Editor:

Regarding the article,

“Disposing of Infectious Waste:

What You Need to Know” (OHIO
Medicine, October, 1990), the Ohio
EPA appreciates any assistance in

disseminating information

regarding the infectious waste

regulations. Additional guidance

documents, as well as copies of

those guidance documents that you

reprinted in the journal, are

available from the Ohio EPA.
If I may suggest, an editor’s

note stating that guidance

documents for generators,

transporters and treatment

facilities, which are available from

the Ohio EPA, may be a

consideration. An editor’s note

may also be appropriate to

correctly cite the authors of the

generator guidance documents that

you reprinted in this issue of OHIO
Medicine as the staff of the Infectious

Waste Unit of the Ohio EPA.
Alison M. Shockley, Supervisor

Infectious Waste Unit

Division of Solid and Hazardous
Waste Management

Ohio EPA
Columbus

An artful diagnosis

To the Editor:

Congratulations to you and your

staff for a fine cover story in the

October issue of OHIO Medicine,

regarding Mrs. Bryan.

Your front cover and feature

article captured the essence of

Dorothy’s work and offered a

fascinating portrait of this

remarkable woman.
Thank you for your interest in

Mrs. Bryan, her “Chemo
Paintings” and the Medical

College of Ohio’s gallery exhibit.

Richard D. Ruppert, MD
President

Medical College of Ohio
Toledo

OHIOMedicine

To the Editor:

I not only liked your article in

the October issue, entitled “The
Artful Diagnosis” (very cleverly

done), but I also enjoyed the

article dealing with medical and

business ethics. Keep up the great

work.

Robert J. White, MD, PhD
Director of Neurosurgery and the

Brain Research Laboratory

MetroHealth Medical Center

Cleveland

Crisis ethics

To the Editor:

Excellent! Excellent! The
editorial by our President John A.

Devany in the October issue of

OHIO Medicine is timely,

necessary and inspiring! A copy

should be given to each senior

medical student at graduation!

Thank you, John!

Jules I. Klein, MD
Cincinnati

This hypnosis more
literary than scientific

To the Editor:

Daniel A. Zelling, MD, in his

Letter to the Editor in the October

issue of OHIO Medicine, is

perfectly correct in stating that the

short item on hypnosis is not

according to some modern
scientific concepts. In fact, it is

not a scientific article but a brief

medical historical review.

Unfortunately, the Journal did not

print the source, which is a book
on literary medical eponyms. Its

orientation and emphasis is on the

literary characters whose names
have been used for medically

related purposes, and not on
currently prevailing theories. Thus,

works of fiction that are based on

various modalities of hypnosis are

included, as well as an eponym not

related to hypnosis, the Bane of

Hypnos, named after the

mythological character.

The full title of the book from

which the eponyms are reprinted in

OHIO Medicine makes its

orientation clear — Medicine,

Literature and Eponyms: An
Encyclopedia of Medical Eponyms
Derived From Literary Characters,

by A.E. Rodin and J.D. Key,

Robert E. Krieger Publishing Co.,

Malabar, Florida, 1989. The editor

of OHIO Medicine has assured me
that no further eponyms from our

book will be published unless the

full citation for the source is given.

Alvin E. Rodin, MD Professor

Emeritus,

Wright State University School of

Medicine

Dayton
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Presidential Perspectives

hands slapped. We were clearly

told that the House wants one

delegate from each district on each

reference committee. I have already

instructed each Councilor to start

looking for good people and
getting commitments to serve, so

that we do not have the problem

with “no shows” that we have had
in the past. I appreciate that this is

a hardship for some of the smaller

districts. It is particularly

important that we have our

younger delegates serving on

reference committees. I have asked

each Councilor to consider that

selection.

Not to be discouraged, Council

is considering other changes in the

format, ranging from moving the

OMPAC event to Saturday evening

to starting the House of Delegates

at 10 a.m. on Sunday so that those

who must travel a distance can get

away early, yet the business will

have been completed. Your

Councilors will keep you informed
— remember it’s a two-way street.

A fourth area of expense is the

relationship with the AMA. This is

getting significant attention, and
I’ll talk more about this later. The
demographics of our future

demands that we get our yard

work done — pruning here,

fertilizing there. The bottom line is

not the only factor. Service is our

reason for existence.

When I was a young boy, I

knew Dr. Bob Smith, the founder

of Alcoholics Anonymous, so I am
doubly proud of the progress that

is being made by the Physician

Effectiveness Committee. It

appears that the program with a

full-time director will be airborne

by early 1991. Congratulations!

Our thanks to the Academy of

Medicine of Columbus and
Franklin County for their help in

providing initial office space for

the medical director and secretary

and to the Academy of Medicine

of Cleveland and Cincinnati for

the initial sheltering of the regional

specialists. This program will

require a major effort to persuade

the Legislature that some of the

Joint Underwriting Association

interest income should be used to

fund a statewide professional staff

for all the health-related

organizations. We will need your

help.

This job is a little different than

I expected. It surely isn’t dull. I’m

enjoying it.

Happy holidays, and happy

1991! OSMA

LbAdllM

Iff! ALL
LEASING...

ALL MAKES AND MODELS!
FORMERLY IMMKE CIRCLE LEASING, INC.

DOMESTICS • LUXURY • COMPACTS • IMPORTS • TRUCKS • VANS

ICL Leasing, Inc. is the Official

Leasing Company Endorsed By The
Ohio State Medical Association.

We tailor individual leases for the medical profession, from 6 to 60 months,

closed or open end. Financing is also tailored to your specific needs.

Flexibility is our specialty!

Visit our downtown Columbus Showroom

228-4300

174 E. Long Street at N. 4th

CALL US TOLL FREE 1 (800) 282-0256
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IT'S I* WRITING.

"WE WILL SETTLE

CLAIMS OR SUITS

WRITTEN CONSENT."

Physicians Insurance Company nl Ohin

Bates Drive • Pickermgton.Ohio • 43147

(614) 864-7100 >(800) 282-7515

Every malpractice policy issued by PICO contains this

consent-to-settle clause.

It's been a vital part of our claims philosophy since we

issued our first contract. It also has become increasingly

vital to the security of our policyholders.

• PICO vigorously fights unwarranted and

frivolous claims.

• PICO will not settle a claim quickly just to avoid

the time and expense of a court trial.

• And PICO will never settle a claim prior to

court judgment without the written

consent of the insured doctor.

Today, with stringent new requirements for reporting any

payment which results from a malpractice settlement to a

federal data bank, protecting our policyholders is more

important than ever.
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At Medical Protective, fighting for our

doctors is our number one priority. We know
we re not just insuring your finances. We re

protecting your professional reputation, an
asset no amount of insurance can replace.

And when we go to battle, our winning
record is unsurpassed. The reasons are

simple.

First, no one knows more about defending

doctors than we do. We invented professional

liability insurance 90 years ago and have

been defending doctors ever since.

Second, since our inception we have

employed only the most experienced and
skilled malpractice lawyers in your area. We
will never waver from this commitment.

Third, commitment of this kind requires

financial strength and stability. With nearly

a billion dollars in assets and a continuous

A.M. Best A+ (Superior) rating, we don’t

have to make individual case decisions

based on the bottom line. We have the

financial clout to do whatever il takes to

serve our doctors.

If you would like this kind of aggressive

defense in your corner, don t wait. Call The

Medical Protective Company General Agent
in your area today.

malpractice carrier

that knows how to

fight. That’s why
I’m with Medical
Protective.

”
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Cincinnati

David E. Bendel

Daniel P. Woods

(513 )
751-0657

Serving Ohio Physicians Since 1917.

Columbus
John E. Hansel

Timothy D. Harrison

(
614

)
267-9156

Perrysburg

Robert E. Stallter

(
419 )

874-8080

Hudson
Edward J.

Kupcho
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Second Opinion

How well do insurance companies maintain confidentiality? This Mantua
physician recently had a chance to take a personal look at the system. He
found the experience somewhat unsettling . . .

Health Insurance —
Between the Lines

By David L. Weldy, MD, PhD

I
n the last few years we have all

become concerned with the

intrusion of insurance

companies into the practice of

medicine. We have also been

concerned with maintaining

confidentiality of patient

information and the potential for

long-term harm to patients if

certain clinical information is

obtained and misinterpreted by

others. Unfortunately, the potential

loss of patient confidentiality may
be much greater than most of us

realize.

Most of us are aware that when
a person applies for insurance,

almost all companies request

permission to obtain one’s medical

records from anyone and everyone.

As physicians supplying that

information, we are all too aware

of the broad requests made by

these companies who appear to be

looking for any possible reason to

limit insurance or raise their rates

for any given individual. However,

I was not aware of the real

problem until I recently applied

Physicians must be

aware of the lack of

confidentiality left in

the system and keep

their patients informed

as much as possible so

they understand the

implications of their

actions concerning

health care.

for health insurance. As part of

the qualifying physical exam, some
blood work was required, but the

person informing me of this didn’t

know what tests were being done.

After further inquiry, 1 was told

the most important test was for

HIV. My next question concerned

how the results of this test would

be handled to ensure

confidentiality. I was assured by

phone by a company representative

that the test results would go

directly to a panel of physicians in

New Jersey and then to me. No
one else would have access to the

results until I released them. This

appeared to be acceptable, but I

had some lingering misgivings.

When the examiner arrived in

my office, he handed me a release

form to sign before he proceeded

with the exam and the blood draw.

On this particular occasion, I read

the release carefully (which most

of us seldom do). It indicated

that, contrary to my previous

verbal assurances, the HIV test

results would in fact go from the

physician panel directly to the

insurance company before coming

to me. Now this makes a lot more
sense from the insurance
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company’s point of view, but not

from mine with my desire for

confidentiality of such potentially

sensitive and possibly damaging
information.

Now for the real kicker, the part

that most of us are not aware of:

The HIV results would not only go

to the insurance company, but

would be entered into a central

information bureau that can be

accessed by any other insurance

company. This information bureau

is a computer data base storing

health information on everyone

who has ever applied for health

insurance and can be accessed by

any company to which you apply

for health insurance at the time

you apply. Most people have no
idea of the implications when they

sign the release of information

statements on insurance

applications, to say nothing of the

massive data base that insurance

companies are keeping on all of

us.

As I had been fearing for some
time, there is absolutely no

confidentiality left in the system.

A false positive test could easily be

entered into the data bank with

little or no hope of retrieving it. It

is also very doubtful that access to

this data base is very limited or

that there is any control or

regulation from any source outside

the insurance industry. No one

would ever know if confidentiality

were breeched or not, and in fact

would have no reason to care. It is

also disconcerting to know that the

insurance company I dealt with

apparently made a deliberate

attempt to deceive me. When I

talked to the same person after

seeing the release form, she said,

contrary to what she had told me
earlier, that the information would

go directly to the insurance

Sources for Clinical Clips

Senior citizens statistics Greater Cincinnati Center

for Economic Education

Tuberculosis/HIV statistics World Health Organization

Costs associated with pregnancy Health Insurance

Association of America

Chronic diseases Centers for Disease Control

company and would be entered in

the data bank before I would be

informed.

Not many people have the

audacity (some say lack of sense)

to be as hard-nosed about

something like this as I was, but

we as physicians must be aware of

these potential problems and keep

our patients informed as much as

possible so they understand the

implications of their actions

concerning health care. There is no

one else as prepared to educate

(teach) our patients as we are as

physicians (teachers). If we don’t

do it, I doubt if anyone else

will. OSMA

David L. Weldy, MD, PhD has a

family practice in Mantua and
special interests in both preventive

and sports medicine.

NEXT MONTH
In OHIO Medicine

• Finding a doctor for

Monroe County

• A look at the

parental notification

law. Is it working?

• How to file those

Medicare claims —
electronically

• OSMA to lauch

statewide program
for improved
physicians
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Takea
GoodLook at
OSMAs
NewestMember
Benefit . .

.
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)M/
Featuring: Competitive rates

Guaranteed Acceptance

Available to members, their families and
office staff

Average two week turnaround on claims

$1,000 calendar year maximum per insured

$50 Deductible/$100 Family

100% Diagnostic/X Ray

80% Minor Restoration

50% Major Restoration

50% Orthodontia

For more information and to apply for coverage, contact

your OSMA Benefit representative at American Physicians

Life toll-free, 1 -800-742-1275 .

OSMA Dental available through American Physicians Life,

the OSMA's life and health carrier, committed to maintaining

the finest benefits for members at the lowest possible price.

u Jfl a
AMKKICAN PHYSICIANS l.lKK

Bates Drive, P.0 Box 281

Pickerington, Ohio 43147

(614) 864-3900
1-800-742-1275
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Cincinnati agencies for

homeless test staffs

for TB
Those working with the

homeless have an increased risk of

being exposed to tuberculosis and

are being warned to take

precautionary measures.

Cincinnati’s Hamilton County
TB control unit is advising

agencies that serve the homeless to

have employees undergo tuberculin

skin tests to check for exposure.

Anthony Phurrough, the unit’s

director, does not feel TB is a

major threat, but feels that people

should be aware of what’s out

there. “Typically, most people who
are healthy fight it off. It’s

treatable, and it’s preventable.” A
person exposed to TB does not

necessarily have the disease, but is

usually referred for a chest X-ray

and further monitoring.

Phurrough reports that 43 new
cases of TB were reported in

Hamilton County last year, one of

which was a homeless person. But

of the 30 cases reported so far this

year, five were found among the

homeless. This increase has

Phurrough baffled.

Ohio Health Department

spokesperson Richard Wittenberg

stresses the importance that local

TB programs improve their

outreach efforts to make sure that

those infected stay on their TB
drugs. This is easier said than

done, however, because keeping

track of transient TB victims is not

an easy task. Phurrough’s unit and

other public health departments

sometimes send out nurses to

administer medication to street

people known to be infected. “We
found that works very well for us

in Hamilton County. It keeps

people from being hospitalized,”

Phurrough explains. OSMA

Syphilis cases in Ohio
up almost 100%,
becoming a minority
issue

The Ohio Department of Health

noted a nearly 100% increase in

the number of syphilis cases

reported last year, over totals

reported in 1988 — 436 compared
with 227.

The increase is being attributed

to more sexual activity, related to

drug abuse and, to some extent,

an apparent lessening of concerns

about the spread of AIDS.
Ohio is not unique, however.

The U.S. Centers for Disease

Control showed a 34% increase in

the national syphilis rate since 1981

— the highest in 40 years.

Although Ohio is still below its

1981 levels, it is rapidly increasing

to a possible 1,000 cases this year.

The state’s 1988 total also

reflected a national trend that

shows a dramatic increase in

syphilis among the black

population. The ODH reports a

147% increase among black males,

with cases among white males

declining 35%. The CDC says the

higher rate among blacks may be

linked to a higher incidence of

drug abuse, poverty and

homelessness.

Although the rate for white

females remains low and

unchanged in the nation, Ohio

showed a slight increase in 1989, to

10 cases from seven the year

before. Among black females, the

Ohio increase was from 30 to 74

cases.

The CDC also pointed out that

the sharp rise in syphilis cases

since 1985 may reflect a decline in

concern about AIDS. The ODH
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agrees, estimating that last year

about 10% of Ohio’s syphilis

victims were homosexual

men. OSMA

Hamilton County
boasts first program
for “dual diagnosis’’

patients

Mental illness coupled with

substance abuse has created a dual

problem in the past for mental

health professionals. Hamilton
County, however, has just created a

program that may help.

The Substance Abuse/Mental
Illness program, known as SAMI,
is the only statewide program and
one of the first in the U.S. to

combine the treatment of mental

illness and substance abuse. It

offers substance abuse counseling;

long-term, continuous contact with

one case manager; support

services; and, if necessary, housing

for people who are both drug

users and suffering from

schizophrenia, manic depressive

disorder or major depression.

“One of the main motivations

for creating this project was the

patients (who) would be bounced
between the two systems,” says

SAMI Project Director Pat

Chimenti. “There was no
continuity (of care),” she adds.

The two conditions feed into

each other. Untreated mental

illness can increase drug use, and
increased drug use can worsen the

symptoms of mental illness.

Traditional rehabilitation

frequently doesn’t work with

dually diagnosed patients, and one

of the new program’s goals is to

study the methods that work best.

In addition to traditional lectures

and group therapy, SAMI stresses

social interaction and management
of daily living tasks with its

participants.

The public program is available

to persons with dual diagnosis

who meet income and other

guidelines. The program includes:

a six-month day treatment

program for up to 40 people; a

three-month residential program

for up to 16 people; coordination

with outpatient alcoholism clinics;

and follow-up services after

treatment, including access to

group homes, vocational training

and more.

For more information on the

program, call (513) 281-6071. OSMA

OSMA listens to its

country colleagues

Rural Ohio is experiencing a

potentially serious physician

shortage due, in part, to

retirement, advancing age and
fewer medical school graduates

locating in rural areas. Rural

physicians, too, face a set of

problems that are unique to their

group — ones seldom experienced

by their urban counterparts.

For this reason, OSMA
President John Devany, MD has

requested that the association form

a Rural Health Task Force to study

the special needs of physicians in

Ohio’s smaller communities and
rural areas.

In order to determine the

structure and charge for this task

force, two focus groups of young

physicians were held this fall. One
focus group, representing rural

physicians in southern Ohio, was

held in Lancaster and included

representatives from Districts 1, 7,

8, 9 and 10. This area has

experienced severe physician

shortages in recent years, as well as

significant poverty.

The Northern Ohio Focus

Group, made up of representatives

from Districts 3, 4 and 5 and held

this past October, focused on the

plight of the small community
hospital since manpower shortage

here is not quite as acute as in the

southern portion of the state.

OSMA staff, along with district

councilors, were in attendance to

listen to what amounted to many
similar, shared problems among
the state’s rural physicians,

including reimbursement, lack of

incentives to either attract or retain

physicians in these communities,

and transportation difficulties.

Other problems, more in line with

their big-city colleagues, were also

discussed, including the need for

tort reform and improved

coordination with allied health-care

providers.

The development of the task

force is now well under way, and
the OSMA hopes that the

forthcoming group will not only

begin to seek some solutions to

these common problems, but also

stimulate programs and activities

in the smaller counties, where

medical societies are frequently

non-existent, non-active or exist on

paper only.

Those who would like to learn

more about OSMA’s Rural Health

Task Force or who would like to

volunteer their time to serve as a

member should contact Robert

Clinger, Director of OSMA’s
Medical Society and Member
Relations department, OSMA,
1500 Lake Shore Drive, Columbus,
OH 43204-3824,

1-800-282-2712. OSMA

“Crack babies’’

task force files

recommendations
Crack babies have become such

a statewide problem in recent years

that in the summer of 1989,

following a tour of hospital

maternity units. Governor Richard

Celeste established the Ohio Task

Force on Drug-Exposed Infants to

look into the problem and propose

solutions.

The task force’s final report was

i
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recently filed, along with its

recommendations. These included

statements calling for:

• No mandatory reporting of

pregnant women for use of illegal

drugs. Suspicion or even

knowledge of the use of illegal

drugs during pregnancy is not, by

itself, prima facie evidence of child

abuse, the task force said.

• Appropriate treatment and
recovery programs for all pregnant

women and women of child-

bearing age, with provisions for

their children, regardless of

income.
• A general foster parent and

adoptive parent recruitment

campaign.
• Comprehensive educational

programs in both traditional and

non-traditional settings, in the

community and among
professionals at all intervention

points.

• By 1993, the documentation —
over several consecutive years — of

the number of women of

childbearing age, and number of

mothers, infants and children

affected by substance abuse.

• Interagency coordinating

committees at both the state and

community levels.

• Increased research in this area.

Questions or comments regarding

the final report of the Ohio Task

Force on Drug-Exposed Infants

can be made to the office of the

task force’s chair, Virginia H.

Jones, MD, at the Ohio
Department of Health, 246 N.

High Street, PO Box 118,

Columbus, OH 43266-0118 or (614)

466-3543. OSMA

Study says Fernald did not cause cancer;
pushpins may show otherwise

A study, recently released by the

National Cancer Institute, shows
“little or no evidence” that

emissions from the Fernald

uranium processing plant in

Cincinnati resulted in excess cancer

deaths to area residents.

The study also revealed that:

• Those 20-39 years of age in

Hamilton and Butler counties did

have a higher risk of breast, liver,

trachea, bronchus and lung, and
brain cancer after start-up of the

Fernald plant than did people in

the other counties.

• For the entire population in

Hamilton and Butler, there was no
change in the risk factor for all

cancers except for leukemia and

bladder cancer, after start-up.

• For leukemia and bladder

cancer, the death risk factor

dropped for all age groups after

Fernald began operation.

• The U.S. Council for Energy

Awareness said it was “not

surprising” the study found no

excess risk of cancer deaths in

counties with nuclear facilities and
pointed to a similar report that

showed no increase of cancer in

the vicinity of Three Mile Island.

With the new report, the Council

claims “the public should feel

doubly reassured.”

The NCI study has its skeptics,

however, including Donald
Rucknagel, MD, a member of the

steering committee for Physicians

for Social Responsibility in

southwest Ohio. Dr. Rucknagel

noted that cancer institute

researchers are including a large

sample for testing, many of whom
might not have had as much
exposure to Fernald’s emissions as

nearby residents. “They really need

to look at some smaller census

tracts to be sure there are not hot

spots within the county,” Dr.

Rucknagel said.

Senator John Glenn, who has

been instrumental in efforts to

gain data on health effects on
Fernald area residents also

expressed caution in responding to

the report. This study is

preliminary and may not provide

conclusive evidence, either way, of

cancer risks. He believes further,

more detailed studies are still

required.

Perhaps the most telling

evidence that the study may not be

entirely accurate comes from a

group known as FRESH, Fernald

Residents for Environmental Safety

and Health. FRESH member
Edwa Yocum has been tallying

cancer illnesses and deaths of area

residents by placing pushpins into

a map of the neighborhood

surrounding the Fernald plant.

There are 150 pins so far, showing

what Yocum believes is a pattern

of cancer in the community,

primarily northeast of the plant.

“You find kids — 20 to 25 years

old, just getting their lives started

— who are dying of cancer. It just

makes you wonder,” she said. OSMA

ODH hopes for cancer registry
The Ohio Department of Health

is requesting $1.3 million in its

1991-93 biennium budget to put in

place an Ohio Cancer Incidents

Surveillance System.

The system would gather

detailed records about cancer

cases, 90% of which are already

computerized at various hospitals

around the state. However, until

the General Assembly passes

legislation declaring cancer a

reportable disease, hospitals are

not required to release their cancer

data.

Ohio is presently one of only

eight states in the country without

a statewide cancer registry, and the

only large industrial state without

one. OSMA
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50-Year Physicians

First District

Butler County

Carl A. Leyrer, MD; Hamilton. Robert M.
Wilson, MD; Middletown.

Clinton County
Richard R. Buchanan, MD; Wilmington.

Hamilton County
William C. Ahlering, MD; Madeira Beach,

FL. Charles D. Bahl, MD; Emil L.

Barrows, MD; Cincinnati. Fernandina

Beach, FL. Charles S. Blase, MD;
Cincinnati. Emil L. Barrows, MD;
Cincinnati. Harold A. Cassady, MD;
Cincinnati. Edgar M. Corrill, MD;
Cincinnati. John W. Devanney, Jr., MD;
Naples, FL. J. Gordon Dixon, MD;
Cincinnati. Leonard Gottesman, MD;
Cincinnati. Ralph S. Grace, MD;
Cincinnati. John B. Hamblet, MD;
Cincinnati. Jerome N. Janson, MD;
Cincinnati. Joseph H. Jones, MD;
Guilford, IN. Sol L. Kessel, MD;
Cincinnati. Charles F. Kiefer, MD;
Cincinnati. Howard F. Kuhn, MD;
Cincinnati. Luther J. Lemon, MD;
Cincinnati. Harold Glenn Overley, MD;
Prescott Valley, AZ. John Hillard Payne,

MD; San Diego, CA. Stuart A. Safdi, MD;
Cincinnati. Otto H. Salsbery, MD; Millard.

Albert Sapadin, MD; Boca Raton, FL. Carl

F. Schilling, MD; Cincinnati. George X.

Schwemlein, MD; Cincinnati. Emery
Vernon Smith, MD; Cincinnati. Paul B.

Winston, MD; Cincinnati. William Richard

Tepe, MD; Cincinnati.

Second District

Clark County
Edwin E. Ash, MD; Tamarac, FL.

Darke County
Edward Westbrook Browne, MD; Greenville.

Miami County
John Beachler, Jr., MD; Piqua. Ramen K.

Das, MD; Piqua.

Montgomery County
Harry A. Bremen, MD; Dayton. Verena A.

Dzenis, MD; Dayton. Zelda E. Heiney,

MD; Dayton. Jerome P. Hochwalt, MD;
Dayton. Edward A. Millonig, MD; N. Fort

Myers, FL. James K. Skahen, MD;
Kettering. Stanley Vangrov, MD; Boca
Raton, FL. Robert E. Zipf, MD; Dayton.

Third District

Allen County
Thomas L. Edwards, MD; Sarasota, FL.

Evelyn M. Steere, MD; Lima. Edward B.

Young, MD; Lima.

Crawford County
Gotholds Kalnins, MD; Bucyrus.

Seneca County
Walter A. Daniel, MD; Tiffin.

Fourth District

Lucas County

David T. Curtis, MD; Toledo. Jose Guerra,

MD; Toledo. Oscar Neufeld, MD; Toledo.

Merl B. Smith, MD; Toledo. Robert B.

Strother, MD; St. Petersburg, FL. M.M.
Thompson, MD; Bonita Spring, FL. Paul

Luther Bell, MD; Sylvania.

Ottawa County
James I. Rhiel, MD; Port Clinton.

Sandusky County
Frank D. Crosby, MD; Sun City, AZ.

Williams County
Paul G. Meckstroth, MD; New Smyrna
Beach, FL.

Fifth District

Cuyahoga County
Wilfred E. Allyn, Jr., MD; Cleveland.

Robert R. Bartunek, MD; Cleveland. Paul

H. Correll, MD; Cleveland. Richard G.

Deucher, MD; Berea. Janet T. Dingle, MD;
Cleveland Hts. Gyula Joseph Erdelyi, MD;
Lakewood. Jac Sidney Geller, MD;
Lyndhurst. Anton Gintner, MD; Cleveland.

Hiram H. Hardesty, MD; Cleveland. Elmer

F. Harvey, MD; Westlake. Charles H.

Herndon, MD; Cleveland. Edward R. Hill,

MD; Cleveland. Helena Hoelscher, MD;
Lyndhurst. William M. Jefferies, MD;
Cleveland. Charles H. Jobe, MD; Shaker

Heights. Harold C. Klein, MD; Cleveland.

Harry C. Konys, MD; Cleveland. Mortimer

Lubert, MD; Cleveland. Stuart B. Marks,

MD; Cleveland. Joseph L. Modic, MD;
Cleveland. Zoltan H. Peller, MD;
Cleveland. Valerian J. Picha, MD;
Cleveland. Anna D. Poporad, MD;
Cleveland. Anthony M. Puleo, MD;
Chagrin Falls. John Patrick Thiel, MD;
Mentor. Joseph A. Votypka, MD;
Cleveland. Henry A. Zimmerman, MD;
Cashiers, NC. Erna Berzins, MD;
Cleveland.

Geauga County
Ali Gharib, MD; Chardon.

Lake County
Willard T. Hill, MD; Painesville. Joseph

Skrinska, MD; Willowick. James B.

Stewart, MD; Cleveland.

Sixth District

Columbiana County
Robert M. Dunlap, MD; Lawrenceville, GA.
Edith Schrader Gilmore, MD; East

Liverpool.

Mahoning County
Raymond J. Scheetz, MD; Sanford, NC.

Stark County

Edmund F. Beshara, MD; Canton. Stoyan

P. Daskalov, MD; Alliance. Cyril V. Gross,

MD; Canton. William T. Krichbaum, MD;
North Canton. Keith C. Noble, MD;
Atlantic Beach, NC. Robert E. Wirtz, MD;
Canton.

Trumbull County
Charles W. Mathias, MD; Warren.

Seventh District

Jefferson County

Ernest Leo Perri, MD; Ormond Beach, FL.

Warren G. Snyder, MD; Steubenville.

Tuscarawas County
Joseph W. Hamilton, MD; Dover.

Eighth District

Licking County

Gerald A. Erhard, MD; Newark. Jay R.

Wells, MD; Pittsboro, NC.
Muskingum County

Donald A. Urban, MD; Zanesville.

Ninth District

Jackson County
John Merton Cook, MD; Jackson.

Scioto County
Armin A. Melior, MD; Lucasville.

Tenth District

Franklin County
Thomas E. Clark, MD; Columbus. Virgil

Lee Cross, MD; Columbus. Thomas E.

Fox, MD; Columbus. Robert L. Friedman,

MD; Columbus. Francis W. Gallagher, MD;
Columbus. Norman E. Goulder, MD;
Columbus. Ben E. Jacoby, MD; Columbus.

Florence R. Lenahan, MD; Columbus.

Jacob Moses, MD; Columbus. Allen D.

Puppel, MD; Columbus. William A. Smith,

MD; Columbus. Walter M. Stout, MD;
Westerville.

Knox County

Charles Edgar Cassaday, MD; Mount
Vernon.

Morrow County
William S. Deffinger, MD; Marengo.

Ross County

William A. Stoll, MD; Chillicothe.

Eleventh District

Erie County
Edward J. Baxter, MD; Sandusky. Lester G.

Parker, MD; Sandusky. Harold E. Snedden,

MD; Sandusky.

Holmes County
Owen F. Patterson, MD; Millersburg.

Huron County

Miklos H. Egyed, MD; Cleveland.

Lorain County
Earle G. Baxter, MD; Cleveland. Kenneth

H. Willard, MD; Elyria. Walter B.

Wozniak, MD; Elyria.

Richland County
Albert H. Voegele, MD; Mansfield.

Wayne County
James E. Robertson, MD; Wooster.

Twelfth District

Portage County
Rufus P. McCormick, MD; Ravenna.

Richard C. Neely, MD; Ravenna.

Summit County
Walter Henry Brown, Jr., MD; Akron.

Robert M. DeWitt, MD; Hudson. Howard
O. Musser, MD; Akron. Robert T. Rowe,

MD; Akron. Edward A. Sawan, MD;
Akron. Hubert S. Senne, MD; Akron.

Stephas Sviderskas, MD; Akron.
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FORIT'S TIME

YOUR ANNUAL
Examine the ben-

\

ip\i
efits of your cur- OHtUl\ Ul!
rent plan carefully and compare them to the

benefits provided under the exclusive

OSMA IRA plan. We’ve put together a table

comparing OSMA IRA benefits to other typ-

ical plans where some of you may have IRA

funds placed currently.

Benefit

IRA
Typical

Mutual

Fund IRA

Typical

Bank
CD IRA

Typical

Insur.

Prod. IRA

Rate of Return 9.5%* -13.7%** 8.0% 8.8%*

Principal and Interest

Guaranteed Yes No Yes Yes

Free of Service
Charges or Fees Yes No Yes No

Guaranteed Minimum Rate No No Yes

Free of Withdraw Penalties Yes No No No

Easy Access to

Your Money Yes Yes No No

Broker Commissions
Excluded Yes No Yes No

'current rates of return available

"Upper Average General Equity Fund for the twelve month period ended September 30, 1990

APL maintains a high asset quality with an average portfolio rating of AAA.
All securities are of investment grade (i.e. no junk bonds).

Rollover Your
Funds to the
OSMA IRA! . .

.

It’s easy. Simply contact American Physicians Life

tollfree at

u mE
AMERICAN PHYSICIANS LIFE

Bates Drive, PO Box 281

Pickerington. Ohio 43147

(614) 864-3900
1-800-742-1275
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Malpractice

premiums dropping

Tougher medical standards have

been cited as a major reason for

the lowering of malpractice

insurance premiums across the

country.

According to recent reports,

malpractice insurance companies

are responding to physicians’

efforts to make medicine safer. For

example, since January the

American Society of

Anesthesiologists has asked its

members to use certain monitoring

devices, which, according to the

society’s research, could have

prevented death or serious injury

in about one-third of the cases

where anesthesiologists were sued

for malpractice.

From 1982 to 1988, premiums
rose an average of 18% each year,

according to the AMA. But now
they are dropping an average of

5% to 35%. For example, Medical

Liability Mutual Insurance Co. of

New York, which is owned by

physicians in the state, has reduced

rates an average of 5%. Another
insurer, St. Paul Fire & Marine
Insurance Co., has cut premiums
in 22 states by 6% to 25% (Ohio,

however, is not one of those states;

its rates were raised an average of

7.9% in mid-1990).

Physician-owned companies, of

which 55% to 60% of physicians

are insured with, according to

AMA President James Todd, MD,
are also lowering premium rates,

although that can partly be

attributed to the fact that such

companies use any profits to keep

rates down. Ray Kelly, vice

president of sales and marketing at

Physicians Insurance Company of

Ohio, (which did not raise its rates

in September), notes that “other

companies are lowering rates from

an all-time high . . . (but) I can’t

tell you the experience in Ohio is

Legal

better or worse than the rest of the

country.”

The reason for any such

decreases, Kelly says, are varied,

but he does agree that physicians,

through risk management
programs and increased awareness

of and attention to the situation,

are making a difference.

“They’re managing their

practices differently,” he says,

“and they’re having a major

impact on what’s happening.”

Another factor contributing to

the lowering of rates are laws in

some states that impose penalties

for filing frivolous suits. The
establishment of the National

Practitioner Data Bank, which

records physicians who have any

reported malpractice payments or

who are disciplined for

incompetence or improper

conduct, should also have some
positive impact on premium levels

over time. OSMA

No laws
regulating embryos

In a bizarre story out of Florida

a woman received custody of four

frozen embryos fertilized by a

donor in the laboratory. The
women’s ex-husband was outraged,

saying if the embryos became
children he didn’t want to support

them.

The custody issue was part of a

divorce judgment entered by

Circuit Judge George Lowrey in

the case of Jerome and Wanda
Jenkins of Jay, a farming town

near the Florida-Alabama line.

According to Lowrey, the couple

had signed a valid agreement with

the Fertility Institute of Northwest

Florida that gave Wanda Jenkins

first claim to custody of the

embryos.

The ex-husband wanted the

clinic, where the embryos are

stored, to retain them and decide

how they should be used.

In Ohio and most other states it

isn’t even against the law to sell

embryos. The medical advances in

human reproduction are becoming

so mind-boggling that even highly

respected doctors disagree over

what is ethical.

Closer to home at Cleveland’s

University Hospital, 12 babies have

been delivered by women who have

no genetic connection to them.

These women were “gestational

surrogates,” which means they

were impregnated with embryos

created with the sperm and egg of

couples wanting children, but due

to medical reasons the genetic

mother could not go through a

pregnancy.

A main concern of physicians is

that surrogacy might get out of

hand and become a rent-a-womb

arrangement with poor women
being exploited.

A group of Akron doctors are

choosing to accept frozen eggs and

sperms as donations to impregnate

infertile women.
Technology is far surpassing

public policy on this issue, and

something needs to be done.

Richard Metcalf, a Columbus
judge, has a special interest in this

area of law and is taking matters

into his own hands. Metcalf has

called on the Ohio Legislature to

establish a study commission so

that appropriate standards of

medical ethics can be followed.

OSMA
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Reimbursement

Computer snafus

are blamed for

unpaid claims

When everything else fails,

blame it on the computer. That’s

what the Franklin County and

Ohio department of human
services find to be true. Computer
snafus between these departments

have cost pharmacies and

physicians thousands of dollars in

unpaid claims for medications and
office visits in the past several

months. One small pharmacy
chain is owed more than $50,000

by Franklin County and the state.

The culprit is the Client Registry

Information System Enhanced
(CRISE or, as it’s better known,
“Crissy”). John W. Hahn, director

of the county department, says,

“The system has given us

nightmares.” The computer is to

blame for the bulk of the

problems, he adds.

The purpose for the computer
was to better define and control

the use of welfare services, but

because of the bugs, some
counties, such as Hamilton, which

includes Cincinnati, have delayed

implementing it.

Hahn and his staff have met

with health-care providers,

including the OSMA, to try and
clear up the computer problems on

reimbursements. However, some
health-care providers insist the

snafus still exist and admit they

have had a difficult time meeting

with state officials in hopes of

settling the matter.

The biggest problem seems to be

the number assigned to individuals

who receive health care through

general assistance or Medicaid. It

seems that sometimes the numbers
printed on the cards do not

correspond to the computer
numbers for the patients. As a

result, when the patients file their

claims, the computer rejects them,

and naturally this results in unpaid

bills to health-care providers.

OSMA Ombudsman staff has

received several physician

complaints about denied claims for

patient eligibility that have now
been identified as caused by the

CRISE system. If the problems

aren’t corrected soon, the OSMA
will likely have to recommend that

the project be postponed.

Certainly, at this time, it seems

unreasonable to expand it

further. OSMA

Death benefits can

now help pay for

long-term care

Nationwide Life Insurance

Company now joins Prudential in

a unique effort to cut the costs of

long-term care by permitting

policy-holders to tap into their life

insurance benefits.

Generally, life insurance policy

proceeds are payable after death.

The new long-term care options,

however, can be attached to some
universal life policies allowing

payment for skilled and
intermediate nursing, custodial,

home health and hospice care.

Traditional payment alternatives

for long-term care have included

personal savings or second

mortgages; Medicare, which covers

skilled nursing care only in

Medicare-approved facilities, and

with tight reimbursement

restrictions; or Medicaid payments

for nursing home care, only after

savings and other alternatives have

been exhausted.

Nationwide’s coverage has been

approved in 15 states, including

Ohio, and the company is seeking

approval in other operating states

as well.

Costs and terms of the new
insurance riders vary with each

company.
The problem of paying for long-

term care has been increasing

across the state and country in

recent years. Perhaps this new
strategy will help ease the financial

strain of long-term care in years

ahead.

Studies find type of

payor affects care

Can the form of payment affect

the care patients receive?

According to two studies in the

Journal of the American Medical

Association the answer is yes.

The first study found that

during the mid-1980s, Medicaid

asssumed an increasing portion of

hospitalization costs for AIDS
patients, while the portion paid by

private insurance decreased. As a

result AIDS patients on Medicaid

were much more likely to be

admitted to public hospitals via

emergency rooms than patients

with private insurance.

New York, Los Angeles and San

Francisco were the three cities

selected because of the large

number of AIDS patients residing

there during 1983-1988.

Medicaid’s share increased by

38% in New York, with even larger

increases in the other two cities. In

San Francisco, those covered by

private insurance in 1987 was

about half of what it was in 1983.

New York and Los Angeles also

showed decreases.

This trend was referred to as

“Medicaidization” of AIDS. It

was occurring among blacks,

whites and Hispanics. So, the

racial or ethnic composition of

AIDS patients did not account for

the shift in payors.

The study points out that for

common AIDS-related services,

Medicaid in San Francisco pays an

average of 33% of what Blue

Cross/Blue Shield pays; in New
York City, it averages 15%.

The question that remains is, is

the treatment of AIDS patients

being jeopardized by the erosion
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of care provided by private health

insurance coverage? Some people

think so.

In the second study, also

conducted by Jesse Green, PhD, of

New York University Medical

Center, and Peter S. Arno, PhD,
of Einstein College of Medicine in

Bronx, NY, they looked at the rate

of specific cardiac procedures for

37,994 Massachusetts patients who
were hospitalized in 1985 with

circulatory disorders or chest

pains.

The researchers found that

privately insured patients received

angiography were 80% higher than

uninsured patients; 40% higher for

Outstanding
Obstetrics-Gynecology
practice opportunity!

Located on Ohio's North coast with the best

of four seasons in a city with excellent

schools and cultural attractions.

600+ bed tertiary care medical center.

Comprehensive services provided in a growing

OB/GYN department. Excellent clinical and
diagnostic facilities. Very competitive financial

package available for qualified BE/BC physician.

Interested individuals may send CV
in confidence to:

Ellen F. Yunker
Manager, Physician Recruitment

St. Vincent Medical Center

2213 Cherry Street

Toledo, OH 43608-2691

Or call

(419) 321-4462

December 1990

bypass grafting and 28% higher

for angioplasty. Summarizing, the

researchers found that the odds for

Medicaid patients were lower than

privately insured patients for all

three cardiac procedures.

Health Access America would

erase the economic incentives or at

least make them so neutral that

physicians could give the needed

care as determined by practice

parameters, and patients could

seek care secure that their

treatment would not depend on

economics, says James S. Todd,

MD, executive vice president of the

American Medical

Association. 0SMA

Cutting costs of tubal

sterilization

Physicians have found a way to

cut costs on tubal sterilizations by

using local anesthetic to perform

the procedure. The procedure takes

an average of 10 minutes — a

third shorter time than the same
procedure under a general

anesthetic and the total hospital

cost for the patient was reduced by

68% to 85%.
In the United States, 700,000

tubal sterilizations are performed

annually, according to a recent

article in American Family

Physician, and about half are done

laparoscopically.

The 2,800 women who had tubal

sterilization under locals were

reported to be clinically well after

the sterilization. 0SMA
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PUT YOUR
MEDICAL

CAREER IN
FLIGHT.

Discover the thrill of fly-

ing, the end of office

overhead and the enjoy-

ment of a general prac-

tice as an Air Force flight

surgeon. Talk to an Air

Force medical program
manager about the

tremendous benefits of

being an Air Force medi-

cal officer:

• Quality lifestyle, quali-

ty practice

• 30 days vacation with

pay per year
• Support of skilled

professionals

• Non-contributing

retirement plan if

qualified

Discover how to take

flight as an Air Force

flight surgeon. Talk to

the Air Force medical

team today. Call

USAF HEALTH PROFESSIONS
TOLL FREE

1-80 0-42 3-USAF

FORCED
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Will a Canadian health-care system work in Ohio — or

anywhere in the U.S., for that matter? The former president of

the Canadian Medical Association shares his thoughts on the

matter.

The Ins and Outs of the

Canadian Medical Care System
By Karen Kirk

T he media, special interest

groups and politicians are

the ones clamoring for

reform of the U.S. health-care

system, not the public, maintains

John O’Brien-Bell, MD, immediate

past president of the Canadian
Medical Association. These

influential individuals claim the

United States’ present system of

medical care is outdated, and so

they are looking north to see if the

grass is greener in Canada’s

system.

Dr. O’Brien-Bell doesn’t believe

you can import someone else’s

system. “You must balance out the

strengths and weaknesses of any

system. The health-care system

needs to be uniquely American,’’

he believes.

Unfortunately, politicians and

other groups tend to want to take

the helm of the health-care

industry. As a result the politicians

and special interest groups worry

about the rising costs, but

oftentimes forget that the

standards of medical care are

being compromised, ultimately

leaving the patient shortchanged.

Dr. O’Brien-Bell addressed an

interested audience of Ohio
physicians recently at Riverside

Methodist Hospital in Columbus
at the 10th Annual Richard L.

Fulton, MD, Memorial Seminar.

Dr. O’Brien-Bell, a family practice

physician and resident of Surrey,

British Columbia, elaborated on

the ins and outs of the Canadian

health-care system.

He began by explaining that

when Canada became a nation in

1867 health became a provincial

responsibility. Justice Emmett
Hall, considered the father of

Medicare in Canada, built the

health-care system based on the

“highest standard of care. Not

necessarily was it built on the best

affordable,” adds Dr. O’Brien-Bell,

which is why Canadians expect the

best and will pay more money to

maintain those standards.

The basic principles of the

Canadian health-care system are:
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Canadian Health Care

accessibility, universality,

comprehensibility, portability and
the ability to be publicly

administered.

While the Canadian economy
was booming in the 1970s, the

health-care system ran smoothly —
hospitals were modernized, special

care hospitals were built, and
current technology implemented.

“It was a politician’s dream,” Dr.

O’Brien-Bell recalls. The federal

government matched health-care

costs dollar for dollar with the

provinces. In the last few years,

however, that has changed. In 1988

the federal government provided

only 38%; within three weeks that

amount was reduced to 37%; and
it finally dipped to a low 32%.
The federal government’s support

keeps dwindling as the debt,

estimated at $350 billion,

continues to rise. “Like the old

saying goes, ‘Give the citizens the

keys to the treasury and they’ll

bankrupt the nation,’ ” Dr.

O’Brien Bell says.

Consequently, a rationing of

health care began. Hospital

budgets, personnel and services

were cut. “It became difficult for

the hospitals to plan for the

future, to address the problems of

the commmunity,” Dr. O’Brien-

Bell says. He pointed out that fee

schedules for specialists in British

Columbia have remained the same
for the past seven years.

“The public is ignorant of the

debt. Canadians have not learned

the first lesson of economics:

‘There’s no free lunch,’ ” Dr.

O’Brien-Bell says. Last year British

Columbians spent $50 million in

the United States on health care.

Many distraught patients sought

out physicians in Seattle and

Detroit for coronary bypass

surgeries because the wait was too

long in Vancouver and Windsor.

Another cost-containment

measure was when hundreds of

British Columbia medical students

were denied entry into practice

(Bill 41), while physicians more

John O’Brien-Bell,

MD, immediate past

president of the

Canadian Medical
Association,

addressed Ohio
physicians recently

at Riverside

Methodist Hospital

in Columbus at the

10th Annual Richard
L. Fulton, MD,
Memorial Seminar.

Dr. O’Brien-Bell

doesn’t believe you
can import someone
else’s system. “The
health-care system
needs to be
uniquely American,”
he says.

than 65 years old were being

denied privileges in Vancouver

hospitals (Vancouver General

Hospital retirement case). This

case is still in front of the

Supreme Court in Canada. Dr.

O’Brien-Bell referred to this as the

domino effect because entry was

closed down and exit was opened

up. Besides the number of

lawsuits, Dr. O’Brien-Bell points

out the numerous strikes,

emphasizing the 27-day disaster in

Ontario.

What needs to be done,

according to Dr. O’Brien-Bell, is

for all parties to understand the

health-care plan, understand the

cost and educate those involved in

the system.

Health care now accounts for

about 11.5% of the gross national

product in the United States, while

in Canada it is about 9%.
All in all the Canadian public is

well-satisfied with the system, and

physicians are not ready to return

to private practice if they are paid

adequately for their services,

according to Dr. O’Brien-Bell.

An advantage for Canadian
physicians is the one-step pay

system — namely the government.

“If my secretary bills the medical

plan the same day as service,

within 28 working days the bill is

paid. It’s easier than getting

money out of Blue Cross,” Dr.

O’Brien-Bell contends. This is in

contrast to America where doctors

must rely on a multitude of

carriers, insurance companies and

health plans for reimbursement.

Before making any changes, Dr.

O’Brien-Bell believes the U.S.

health system needs to ask: Who
will pay for all the services? Where
will the money come from? Should

businesses have an obligation to

finance health care? Are social

values more important than cost?

“To quote Churchill, ‘Americans

tend to do the right thing after

exhausting all other possibilities,’
”

he says.

Dr. O’Brien-Bell concluded:

“I’m proud of doctors and I’m

proud to be a doctor. Recently,

while making a visit to Seattle the

custom’s officer asked me my
occupation. I replied, ‘I’m a

doctor.’ He asked, ‘What kind?’ ‘A

physician.’ The custom’s official

replied, ‘Oh, a proper

doctor.’ ” OSMA

Karen Kirk is Associate Editor of
OHIO Medicine.

830 OHIO Medicine



Commentary

The Fantasy Up North
By Robert J. White, MD, PhD

• When it comes to universal

health insurance, keep two words
in mind — taxes and rationing

F
requently, the national

health-care systems now in

place in England and
Canada are cited as examples of

an idealized concept of medical

care. This is in spite of the fact

that the former is bankrupt and in

disarray and the latter, of more
recent implementation, is already

demonstrating severe strains from

cost overruns, reduced quality of

care, and disturbing patient

logistics. Nevertheless, it is well

documented that the citizens in

both of these countries are well

satisfied with their governmentally

operated medical systems, although

this confidence has begun to erode

within the last year or two.

Forget these socialized medical

schemes that are so popular in

England and Canada. The real

question is: Why can’t we have our

own “free credit card medicine” in

this country? After all, 72% of the

American public want a national

health-care system, but when we
are informed that we will no
longer have the freedom to select

the physician of our choice and
will have to pay a significantly

higher personal income tax, the

approval for such a medical

program falls to 23%.

It is well to remember that we
are already paying $660 billion

dollars per year for health care.

Regardless of this tremendous

financial outlay, representing

11.7% of the Gross National

Product, there are estimated to be

between 30 million and 37 million

Americans without any form of

health-care insurance coverage. At

the same time, Congress is helping

to make matters worse by actively

attempting to reduce funding for

our two well-established

government health plans —
Medicare and Medicaid — by

restricting the eligibility of the

aged and the poor while

simultaneously reducing physician

fees.

Let’s face it: If we truly want

something approaching a universal

health-care delivery system, it is

going to require three extremely

radical and possibly distasteful

decisions being made:

1.

) Even more money must be

appropriated for such a plan, and
this will require major increases in

both personal and industrial taxes.

2.

) Even more disturbing, a

major form of rationing will have

to be introduced, including not

only limiting expenses for novel

biotechnology, but even extending

to traditional forms of medical

care. Something not unlike the

Oregon plan, where the outcome
and effectiveness of various

medical and surgical therapies are

weighed in relation to financial

cost, would have to be

implemented on a national basis.

As disturbing as such rationing

based on outcome priortization

would appear to be, other

authorities, such as Daniel

Callahan in his new book entitled

“What Kind of a Life Is It?”,

have recommended that we severely

limit medical procedures and

technology based on age.

3.) There seems little question

but that the entire structure of

medical practice in this country

will have to undergo a dramatic

change. In the process, the issues

of efficiency, cost containment,

quality control, and diagnostic

therapeutic outcome are going to

have to be addressed and form the

basis of new radical design for

patient care. The malpractice crisis,

which already costs the medical

profession and the patient over $11

Continued on page 848
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The County Coroner:
Advancing the Image

By Michelle J. Carlson

• Some might think that county coroners

spend their days doing nothing but rushing
to the scenes of heinous murders and
gathering incriminating evidence. But as

these real-life Quincys attest, there’s much
more than meets the eye. . .

Joseph Sudimack,

Jr., MD
He may now be the President-

Elect of the OSMA and medical

director of the Workers’

Compensation Rehabilitation

Division, but for 27 years Dr.

Sudimack was better known as the

Trumbull County Coroner.

From 1960-87, he combined the

job of coroner with his full-time

solo practice because, he says, “I

was interested in public service. It’s

a nice way of mixing politics and
medicine.”

Although the coroner’s job was

not full-time, it was, Dr. Sudimack
says, “24 hours a day, seven days a

week” on call. “Very simply, I left

the office when 1 had a homicide

(to attend to). If you’re fortunate

enough to have investigators, they

can go to the scene and you can

see the body later at the morgue,”

but Trumbull County wasn’t so

fortunate.

While some county coroners

now grapple with some sticky

ethical issues (such as refusing to

examine a body infected with the

AIDS virus), Dr. Sudimack had

different worries. “Funding,” he

“It’s a mixture of the

physician getting into

the community and

mixing with the

political scene.”

says simply, was his biggest

problem. “The monies are

allocated by the county

commissioners and you’re

beholden to that budget.”

Still, Dr. Sudimack says his 27

years as coroner was interesting, if

not satisfying.

“It’s public service. It’s

interesting. It’s an avocation,” he

says. “It’s a mixture of the

physician getting into the

community and mixing with the

political scene.”

The job can also be

professionally gratifying, says the

man who once ran for coroner on

the slogan “Where law and

medicine meet to effect justice.”

“You become a part of the law

enforcement team,” Dr. Sudimack

says. “We’ve been able to turn

around situations where they

thought it was a homicide and it

wasn’t, so it can be very

satisfying.”
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“We cannot bring this

person back, but the

coroner plays a part in

bringing justice to the

community.”

Elizabeth Balraj, MD
A specialty in forensic pathology

and a position as deputy coroner

since 1972 is what got Elizabeth

Balraj, MD, elected Cuyahoga
County Coroner in 1989.

Actually, Dr. Balraj was

appointed earlier to serve out the

coroner’s term after Samuel
Gerber, MD, retired. When that

term was up, she decided to run.

“Some (voters) care, some don’t,

but you run just like any other

candidate,” she says.

In fact, she adds, the election is

the only time when politics come
into play. “For the election, there’s

politics,” says Dr. Balraj, “but

other than that, there are no

politics. When I do my work I

don’t ask what party you belong

to. I do my work.”

And work she does. Although

Dr. Balraj ’s sole position is as the

county coroner — a job that is

always part time — “I give all of

my time to the office,” she says,

adding that she puts in normal

working hours in addition to being

available around the clock.

Because Dr. Balraj has never

been in private practice, she finds

it hard to compare her job to that,

say, of the average physician. But,

she allows, “It’s a different type

of job. We deal with death due to

violence. It’s not like a family

practice. It’s totally different.”

It is also, she says, a satisfying

position. “We cannot bring this

person back, but the coroner plays

a part in bringing justice to the

community. There’s a great

responsibility. We know that we
can’t bring them back, but we can

bring around justice.”

“We’re the only

person between a

person who’s been

killed and the person

who killed. We’re the

one who makes the

determination of

death.”

William Adrion,

MD
A strong interest in toxicology as

a medical student helped pave the

way for William Adrion, MD, to

become the Franklin County
Coroner, a post he has held since

1975.

“I originally started working in

the toxicology lab at the coroner’s

office during medical school,” says

Dr. Adrion, which in 1959 he

parlayed into a job as a deputy

coroner. From there, he eventually

moved to the top post.

For Dr. Adrion, who also has a

family practice, serving as coroner

is a way of giving back to the

community. “It’s a special interest.

You do it because you like to do
it. It’s a different discipline of

medicine.”

It can also be a very busy one,

since, like Dr. Sudimack, Dr.

Adrion is on call 24 hours a day,

seven days a week. But being

interrupted when he’s at the office

is something Dr. Adrion takes in

stride. “I used to have to deliver

babies that way,” he reasons.

Serving as coroner can also be

stimulating from a clinical point of

view. “The whole science of

forensic medicine has grown,” says

Dr. Adrion, noting the department

now employs three full-time

pathologists. “We have a lot more
sophisticated chemical analysis. All

autopsies we do now are chemical

autopsy,” if not full autopsies,

“(and) we are on the forefront of

DNA testing.”

As for the politics some may
think accompany such an elected

position, “it’s really an apolitical

situation,” says Dr. Adrion.

Because the coroner is elected is

precisely why “you’re receptive to

the community’s needs. We’re the

only person between a person

who’s been killed and the person

who killed. We’re the one who
makes the determination of death.

It’s a very powerful position.”

And one Dr. Adrion takes very

seriously. OSMA

Michelle J. Carlson is Assistant

Editor of OHIO Medicine.
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OSMA:
Changing
Directions

in the ’90s
Editor’s Note: One year ago the

OSMA initiated a study of
member and non-member attitudes

toward the association. The
purpose of the research was to

determine the current perceptions

physicians have of the association

as well as to identify ways in

which the OSMA can become
more responsive to physicians’

needs. The research was conducted

by Market Group One, a

Columbus-based research and
public relations firm. Below are

the results of the member portion

of this survey. Next month, we will

feature the responses of
non-members.

Research Methodology

In December 1989 and January

1990, the OSMA conducted a mail

survey of members and non-

members. Two surveys were

developed to identify attitudes and
opinions of both of these groups.

Non-members were defined as any

physician not currently a member
of the OSMA (this group could

include physicians who had been

an OSMA member at one time).

The surveys were designed with

input from OSMA executives and

Market Group One and elicited the

following information:

• demographics, such as age,

years in practice, practice

specialty, location, setting, etc.;

• membership status in medical

organizations;

• member needs;

• awareness, importance, and use

of OSMA service offerings;

• factors that would influence

non-members to join the

OSMA; and
• non-members’ awareness of

OSMA activities and service

offerings.

The member survey was

administered by OSMA staff and

was sent out to 2,500 randomly

selected members of the OSMA.
In order to collect a representative

sample of 500 members, a second

mailing of 1,000 members was

performed by the OSMA. A total

of 667 surveys were returned and

analyzed.

Administration of the non-

member survey was performed by

Market Group One. To determine

the best way to reach non-

members, Market Group One
conducted a focus group of non-

members. A combination of mail

surveys and telephone follow-up

targeted to the physician and office

manager resulted. The first mailing

consisted of 1,000 surveys and were

then followed up with telephone

calls. To stimulate additional

responses another mailing of 1,000

and telephone follow-up occurred.

A total of 135 surveys were

completed through mail and

telephone surveys.
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Biggest Challenge Facing Medicine
Challenge % Ranking Challenge As #1

Third-party payor reimbursement 24.4%
Legislative and regulatory issues 18.2%

Professional liability 17.4%

Cost of health care 13.6%

Access to care by all segments of society 9.2%
Changing consumer attitudes toward physicians 4.8%
Competition from other entities ie., hospitals, HMOs 4.0%
Competition from non-physicians ie., optometrists,

chiropractors, nurse midwives 3.4%
Legal concerns (other than professional liability) 1.2%

Member — Findings and

Implications

The information contained in

this section includes the results

from the completed member
surveys and selected

cross-tabulations.

Issues Facing Medicine

Physicians were asked to assess

nine broad issues facing the field

of medicine and select the three

issues they believed represented

medicine’s most important

challenges. The three challenges

chosen were to be ranked in order

of importance with 1 being most

important, 2 indicating second

most important and 3 reflecting

the third most important challenge.

Then, for each challenge ranked,

physicians were to indicate whether

or not they were satisfied with

OSMA’s efforts in addressing the

challenges.

Q. Please rank order the three

most important challenges

that face medicine in

general and physicians in

particular.

The most important challenge,

identified by 24.4% of the

members, was third-party payor

reimbursement issues. Another
challenge selected as most
important by 18.2% of the

members was legislative and
regulatory issues. Professional

liability was viewed as most
important by 17.4% of the

members.

The issues most frequently

chosen as the second most
important challenge facing

physicians were: third-party payor

reimbursement (19.6%),

professional liability (19.6%) and
legislative and regulatory issues

(15%).

When asked to select the third

most important challenge facing

physicians and medicine, the most

frequently mentioned was third-

party payor reimbursement, as

indicated by 16.6% of those

surveyed. Another challenge

identified was professional liability,

with 15.4% of respondents

selecting this challenge. Cost of

health care was noted by 13.2% of

the physicians surveyed as being

the third most important challenge.

Third-party payor reimbursement

was mentioned most frequently as

the top challenge in all three

categories, which indicates a major
concern on the part of those

surveyed about reimbursement

issues.

For each challenge ranked,

whether the ranking was 1, 2 or 3,

participants were asked to indicate

whether or not they were satisfied

with OSMA’s efforts in each area.

The following presents the views of

those who ranked each challenge.

In examining the top three

challenges (third-party payor

reimbursement, professional

liability and legislative and
regulatory issues) by the number
of years respondents have been

OSMA members, over half of the

respondents who have been

members three to 12 years viewed

these challenges as the three most
important. Only one-fifth of

younger OSMA members (less

than three years as a member)

noted these three challenges as the

three most important issues facing

medicine. Approximately 25% of

physicians who have been OSMA
members for over 12 years selected

reimbursement, professional

liability and legislation as the three

most important challenges.

Q. Do you feel there is more
of a need, less of a need

or about the same need

for medical societies now
than there was five years

ago?

When physicians were asked if

there was more, less or about the

same need for medical societies

now than in the past, close to two-

thirds (65%) felt medical societies

are needed more, 24% indicated

the need is about the same and

only 4% stated the need is less

today than in the past. The
remaining respondents either didn’t

know (6%) or did not answer the

question (1%).

When examining the need for

medical societies by the number of

years a physician has been in

practice, those physicians who have

been practicing between six and 15

years feel there is more of a need

for medical societies than do

physicians in practice over 15

years. New physicians (1-5 years in

practice) believe there is more of a

need for medical societies but their
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OSMA Direction

belief is not quite as strong as the

six- to 15-year physician.

Association Membership Status

A series of questions was asked

of respondents to determine the

types of medical associations in

which they are involved and what

their level of involvement is.

Q. Please check all medical

organizations to which you

currently belong. For each,

please indicate your level

of involvement.

Other than OSMA (mentioned

by 99%), most respondents were

members of the metro/county

medical society (95%), national

specialty society (84%) and AMA
(72%). Just over two-thirds (67%)
were members of a state specialty

society.

Q. If you belong to a

specialty society, what is

the major advantage in

comparison to OSMA?
Respondents who indicated

membership status in a specialty

society were asked to identify the

major advantage of the society in

comparison to OSMA. The most

frequently mentioned advantages

were:

• focus on issues concerning our

specialty;

• specialty-specific continuing

medical education; and
• newsletter/journal/educational

literature/update.

OSMA Performance Evaluation

A number of different issues was

examined pertaining to members’
perceptions of OSMA’s
performance and service offerings.

Q. What is the most
important benefit to you

as an OSMA member?
Q. What is the least

important benefit to you

as an OSMA member?
Members were asked to specify

the most important and least

important benefits as an OSMA
member. While responses were

Most Number
Important Benefit Responding

Legislative

voice/representation 100

Legislative update 55

Information 44

(health issues,

economic issues,

legal issues, OSMA
activities)

many and varied, several benefits

were identified by a number of

physicians.

A question was asked to

determine if members perceive the

opportunity to become actively

involved in the association.

Q. Do you believe you have

leadership opportunities in

OSMA?
Close to half of those surveyed

(48%), did not believe they have

leadership opportunities. Forty-five

percent indicated they do have the

opportunity to become involved

and 7% did not respond.

In examining this question by

years as an OSMA member, more
younger members (<3 years) and

older members (>12 years) felt

they did not have leadership

opportunities. Fifty-seven percent

of members who have been

members for fewer than three years

stated they did not have leadership

opportunities while 55% of the

over-12-year members indicated no

leadership opportunities. On the

other hand, over half of the three-

to 12-year members (52%) believed

there were opportunities for

leadership.

Q. Overall, how satisfied are

you with OSMA’s
performance?

Only 16% (82 physicians)

indicated they were very satisfied.

The majority of physicians (71%,

356) were somewhat satisfied.

Eight percent (40 physicians)

indicated no satisfaction and 4%
did not answer the question.

The 40 physicians who were not

at all satisfied with OSMA’s
performance were asked to cite

reason for their dissatisfaction.

There was not one issue that could

be identified by more than one

person. However, there were many
specific comments from physicians

ranging from “medicine’s position

is eroding — OSMA must be at

least partially responsible” to

“other than being informed on

legislative issues, I don’t feel I get

anything else for my dues” to

“feel no personal or community
benefit.”

Level of satisfaction was

examined using two demographic

variables: years in practice and

years as an OSMA member. Years

in practice were categorized by: 1-5

years, 6-10 years, 11-15 years, 16-20

years and over 20 years. The
majority of people who were very

satisfied have been in practice 15

years or less. Of the 8% who
indicated no satisfaction, the

majority (73%) have been in

practice between six and 15 years.

Q. How important to you are

the following membership

services?

A list of 21 services offered to

OSMA members was delineated.

For each service identified,

respondents were asked to rate its

importance by checking one of
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OSMA Direction

three categories: very important,

somewhat important, and not at

all important. If members were

unaware of the service, they could

specify that as well. Overall, there

were only two services that over

half of those surveyed viewed as

very important: legislative

representation (66%) and the

Legislative Bulletin (59%). The
other 19 services were each noted

as being very important by fewer

than 40% of respondents. One
service, OHIO Medicine, was

viewed as somewhat important by

58% of those surveyed. All other

services received less than 50%
response in the somewhat
important category.

For the most part, members
were aware of all the services

listed. Contract review assistance

received the highest percentage of

respondents who were not aware of

the service — 20% indicated no
awareness of this service. Fewer

than 17% of participants indicated

no awareness of the other 20

services.

Q. In your opinion, which of

the words or phrases

below best describe the

OSMA?
Respondents were asked to

describe OSMA by selecting words

or phrases that best depicted the

association. Three descriptors were

noted by approximately 40% of

those surveyed:

Professional 44%
Traditional 41%
Conservative 40%

Approximately one-third of

respondents selected the words

“competent” (37%) and “run by a

few” (30%). “Effective” and
“responsive” were each chosen by

25% of respondents.

Q. Below are some of the

current objectives of the

OSMA. Please specify how
important each is to you.

Eleven different OSMA
objectives were identified to allow

physicians to specify the

importance of each. Physicians

were asked to rate each one on a

scale of 1 to 7 where 1 = not at

all important and 7 = very

important. Mean scores were

calculated for each objective. The
most important objective, as

ranked by physicians, was

“representing physicians before

legislative/governmental agencies,’
’

followed by “guiding the legislative

and political process to ensure

quality health care.”

The table below presents the 11

objectives, listed from most

important to least important, with

corresponding mean scores. The
higher the mean score, the more
important it is to respondents.

(Out of a possible 7.0)

Objective Mean
To represent physicians

before legislative and
governmental agencies 6.52

To guide the legislative and
political process to ensure

quality health care 6.38

To protect the rights of

members 6.24

To communicate
information on important

issues affecting the

practice of medicine 6.24

To represent physician

interests with third-party

payors and other

organizations 5.97

To promote better public

understanding of

medicine 5.74

To protect the rights of

patients 5.29

To provide legal services for

its members 4.62

To formulate and maintain

CME programs for the

membership 4.61

To promote social and

professional contact

among members 4.31

To provide information to

help physicians establish,

market and manage their

practices 4.30

These objectives were analyzed

by two demographic variables —
years as an OSMA member and
years in practice — to determine if

there were any differences in

opinions among ages of

respondents. However, very few

differences were found.

Q. Looking toward the future,

what levels of emphasis do

you personally think the

OSMA should give each of

the following issues?

OSMA was also interested in

determining the focus the

association should have in the

future, as perceived by its

members. Respondents were asked

to provide their opinion regarding

the level of emphasis OSMA
should give to 15 different issues.

For each issue, physicians rated it

on a scale of 1 to 7 where 1 = no
emphasis and 7 = a great deal of

emphasis. Mean scores were

calculated for all issues.

The areas on which the most

emphasis should be placed,

according to those surveyed, are

“state/federal government

involvement in health care” and

“assistance with third-party payor

problems.” Respondents believed

that the least amount of emphasis

should be given to scientific

publications and socioeconomic

publications.

An examination of issues by

membership status and years in

practice was performed to identify

whether or not differences in

perceptions exist among physicians

in different age groups, however

there were no significant

differences.

Q. From what
organizations/associations

do you get your CME
hours?

To determine where physicians

go for CME, respondents were

asked to identify all organizations

that are used for CME. Most
physicians (81%) indicate that their

specialty society provides CME to

them. Close to two-thirds (63%)
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use hospitals as the site for CME.
Medical schools are used by 46%
of those surveyed. OSMA and
AMA were each mentioned by

fewer than 10% of the

respondents, 9% citing OSMA and
8% noting AMA. Only two

physicians stated that insurance

companies were used for CME
seminars. Other responses ranged

from journals (9 physicians) to

drug companies (6 physicians) to

home study programs (4

physicians).

Q. How many patients do you

see on a weekly basis?

When asked to estimate the

number of patients seen on a

weekly basis, the highest

percentage of responding

physicians, 19%, indicated a

patient caseload of 76-100.

Several questions were asked to

determine the manner in which

physicians spend their professional

time.

Q. Approximately what

percent of your time is in

the following activities?

Physicians identified the percent

of their time devoted to: patient

care, teaching, research, public

service, administrating/managing

practice, hospital committee

activities. Mean percentages were

calculated for each activity and are

presented here.

Activity Mean (%)
Patient care 79.4%
Teaching 9.7%
Research 8.8%
Public service 4.8%
Administrating/

managing
practice 12.4%

Hospital

activities 5.3%

Q. How many total hours do
you spend in these

activities per week?
Physicians also specified the

number of hours they spend in

professional activities on a weekly

basis. One-third indicated that

Weekly patient caseload

# of

% of

Physicians

Patients Responding

Zero 2%
1-25 4%

26-50 14%
51-75 10%
76-100 19%
101-125 11%
126-150 14%
151-200 9%
>200 5%

No response 11%

51-60 hours are spent in

professional activities, followed by

17%, who devote 61-70 hours to

professional activities. Fifteen

percent are involved in professional

activities between 41-50 hours,

while 13% spend 71-80 hours a

week. Only 8% indicated that their

professional activities consume 40

hours or less of their time. Five

percent of physicians surveyed

devote over 80 hours to

professional activities. Eight

percent did not respond.

Q. In the past five years, have

you changed your patient

mix in regard to Medicare

patients?

When asked if their Medicare

patient mix has changed in the

past five years, 52% of physicians

are seeing about the same number,

32% are seeing more now and 7%
are seeing less Medicare patients

today. Nine percent of those

surveyed did not respond.

The physicians’ status in terms

of practice types (solo groups,

partnership, etc.), licensure and
medical specialty was examined.

There was not one type of practice

that dominated responses. Thirty-

nine percent are part of a group

practice, 35% are solo

practitioners, 17% are in

partnership and 7% are employed

by another organization. The most

frequently mentioned organization

was “hospital.”

In terms of licensure, 98% (490)

of those surveyed are licensed in

Ohio. Only one person indicated

licensure elsewhere, and nine

physicians did not respond.

A wide variety of medical

specialties was represented by

survey respondents. General/family

practice was the most frequently

cited specialty — 25% of

participants fell into this category.

No other specialty was mentioned

by more than 8% of those

surveyed.

Q. Do you vote in general

elections?

Physicians were asked if they

vote in general county, state and

national elections. Most
respondents (93%) stated they do

vote while 5% indicated they do

not vote in general elections. The
remainder, 2%, did not respond.

Q. Is the place you practice

considered

city/metropolitan,

suburban or rural?

Over half of those surveyed

(53%) practice in a

city/metropolitan location. One-

fourth are located in the suburbs

and 21% practice in a rural area.

Two percent did not respond.

Continued on page 846
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introducing:

elmont Pines Hospital

understands the unique

challenges facing today's

young people. We also

recognize that in helping

teens with emotional,

behavioral and addictive

disorders, unique solutions

are required.

J Belmont Pines we
have developed a modem,
highly structured and

responsive environment

designed to address the special

needs of each adolescent with:

Adolescent Psychiatric Care

Residential Treatment Care

Addiction Services

Hospital-Based School

Active Family Involvement

Diagnostic Evaluation

Full Range of Occupational, Art,

Music and Recreational Therapies

For more information or to make
confidential admission arrangements,

please contact us at :

DIAL TOLL FREE 1-800-2324907 or (216>759-2700

"The pursuit ofart aligns the

Belmont Pines Hospital supports
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THE ANSWER.
Buried here are facts that could confirm your

diagnosis or alert you to possible drug interactions

. . .the most recent articles on a disorder you’re

treating. . .helpful suggestions on practice manage-

ment. . .and more, much more. Yes, the answer

you need just might be here. But do you have

time to find it?

The AMA knows the answer to that question.

So we offer all our members a discount on a sub-

scription to AMA/NET, the best value in on-line

medical information today. With your personal com-

puter and AMA/NET, you can have a vast range of

information and services at your fingertips. And
you don’t have to be a computer expert to use it!

AMA/NET can give you the answer you

need in minutes. Literature search services that

extend beyond traditional bibliographic searches

give you on-line access to more than five million

documents. MEDICOM® Drug Interaction

Database can alert you to potential drug prob-

lems before they occur. The DXplain™ diagnostic

assistance tool can help you in diagnostic deci-

sions. Interactive Continuing Medical Education

programs let you earn CME credits atyour

convenience. And there’s more.

AMA/NET is just one of the information

resources the AMA offers our members. We also

offer workshops and conferences at member dis-

counts and JAMA and AMNews as benefits of

membership. It’s just one way the AMA repays

our members for their support on vital issues

that affect the future of medicine.

Our members make a difference.

Ifyou ’re already a member, we needyour

continued support. Ifyou 're not—and ifyou d like

to take advantage ofAMA/NET—JOIN TODAY.
Call 1-800-AMA-1452

In most cases, medical association dues may be deductible as professional or business expenses.

Dues and other contributions to the AMA are not deductible as charitable contributions for Federal income tax purposes. 10
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Practice Management

Does your office need a doctor?
• More and more, physicians are realizing that

a comfortable, aesthestically pleasing reception

area and office can go a long way toward
making a patient feel comfortable. Here’s a look

at the latest trends. . .

Hard plastic chairs, outdated

wallpaper, last year’s magazines

. . . if any of these can be found

in your reception area, chances are

your office needs a doctor — a

design doctor, that is.

A growing problem, say many
interior decorators, is that

physicians are often too busy to

notice when their office decor has

outlived its usefulness.

A good rule of thumb, says

Joan Blank Montenegro, president

of Ashley’s Medical Interiors in

Dayton, is to re-evaluate your

office at least once every seven

years (although some decorators

recommend it be done every three

to five years).

If a quick glance around your

office reveals that an overhaul is in

order, the first thing to consider is

whether to hire a professional

interior decorator. For most

physicians, hiring a professional is

prudent, says Montenegro, because

“the question here is ‘Does the

physician want a professional

environment that is compatible

with the service he or she is

performing?’ A professional

environment requires a professional

designer who is sensitive to the

needs of patients and staff.” In

other words, you get what you pay
for.

Whether or not you decide to

pay for the expertise of a

professional, your area of specialty

should be taken into consideration

when deciding decor. For example,

the higher stressed your patients

are likely to be (as in a

cardiologist’s office), the softer the

colors should be in the reception

area. If you happen to be a

pediatrician, on the other hand,

brighter primary colors may be

used (although designers still shy

away from red, which is thought to

be the most stressful color).

The proper use of color, of

course, goes far beyond “bright

colors for children, soothing colors

for adults,” which is where a

decorator can be of tremendous

help. Montenegro, however, offers

a few practical tips: Entryways

should be painted in colors that

complement the rooms; the walls

and frames around windows
should be painted a light color so

as not to contrast sharply with the

sky; bright colors, as opposed to

pastels, should be used in practices

catering to elderly patients,

because of their failing eyesight;

and cool colors make time pass

more quickly than warm colors,

something a physician might do
well to remember when decorating

a waiting room.

The lighting in reception rooms
is also important, say decorators,

who shun fluorescent lights in

favor of recessed or diffused

lighting, which is less clinical and

more soothing to patients. Seating

is another area that is often

overlooked. Physicians should, for

the most part, stay away from

using couches in their waiting

rooms because patients —
especially sick ones — don't want

to sit right next to each other.

Also, if your practice sees mostly

elderly or pregnant patients, make
sure that the chairs are not only

comfortable but easy to rise from.

Because patients generally spend

a fair amount of time in reception

areas, physicians should also make
sure that there is visual stimuli, ie.,

interesting artwork on the walls,

up-to-date, general interest

magazines, even a VCR that plays

health education tapes.

If concerns arise that

Continued on page 849

Making your office patient-friendly:

• Don’t hide your receptionist behind opaque glass and a buzzer.

• Make sure, especially in an OB/Gyn office, that chairs are large

enough to accommodate patients.

• Make sure that chairs have arms, especially if there are elderly

patients in your practice.

• Purchase commercial, as opposed to residential, furniture, because

it’s sturdier and lasts longer.

• Use recessed or diffused lighting in the reception area (save the

clinical fluorescent for the examining rooms).

• Avoid decorating with red, which is considered a stressful color.

• Consider setting up a VCR so patients can watch educational tapes.
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Councilor’s Report

Eighth District

OSMA’s Ombudsman:
A “911” for Ohio Physicians

By Thomas J.

Hall, MD

• In 1980, the OSMA recognized that one of

the major problems facing the state’s physicians

and organized medicine was the considerable

encroachment of government and third-party

payors upon the practice of medicine. And it

decided to do something about that . . .

One of the most frequent

questions I have received from my
medical colleagues since I became
the OSMA Eighth District

Councilor is “What does the

OSMA really do for me?” I have

found the answer to this simple

question. It’s “many things.” The
OSMA offers a wide range of

services and benefits for its more
than 20,000 members. One of

these services is the Ombudsman
program. This program is like a

911 number for our members that

spells easy access to all the services

OSMA has to offer. Allow me to

illustrate what I mean.

Every physician has had at least

one bad experience in dealing with

the various third-party payors or

review organizations. I read

recently that one in four physicians

has experienced an audit by a

carrier, and by casual observation I

believe very few of us are not

participating in some kind of

carrier or HMO contract.

In 1980, the OSMA recognized

that one of the major problems

facing Ohio’s physicians and
organized medicine was the

considerable encroachment of

government and third-party payors

upon the practice of medicine, and

that the membership would turn to

the OSMA for its vehicle to

address these problems. OSMA’s
House of Delegates, throughout

the previous decade, continued to

pass resolutions calling for relief

from third-party intervention into

the patient-physician relationship.

Most of the interventions were

structured by third-party entities in

the guise of cost containment, but

which in effect often permitted

unnecessary controls over health-

care services by these various

carriers. Second surgical opinions,

pre-admission testing, hold-

harmless reimbursement and

participating physician agreements
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Councilor’s Report

were but a few of the activities

that were affecting Ohio’s

physicians.

Additionally, a few physicians

were beginning to warn of the

threat of increased government

intrusion in the nation’s Medicare

program, where once again cost of

care was targeted as the cause for

change, all of which led to massive

legislation by the U.S. Congress.

Thus, in 1981, the OSMA
established its first Ombudsman
staff, consisting of Herbert Gillen,

now OSMA executive director, and
William Fry, now OSMA director

of Professional Relations and

Ombudsman Services. The first

year, along with other duties, the

two staff handled a total of 182

physician inquiries. Today, with a

staff of four, the Ombudsman
Department handles over 5,000

inquiries each year. I asked the

staff to provide a list of the

various services physicians can

obtain by contacting the OSMA
Ombudsman Department. They
are:

• Help with health insurance

reimbursement problems
• Assistance with carrier policy

issues

• Direct assistance with carrier

audits

• PRO sanction process and

hearing’s advice

• Carrier-HMO contract review

assistance and analysis

• Third-party payor claims filing

information for Ohio carriers

• Regulatory information about

the Workers’ Compensation,
Medicaid and Medicare

programs

The OSMA also publishes a

monthly newsletter for physicians,

Third-Party Update, which offers

helpful hints in dealing with

Ohio’s health insurance industry

and up-to-date changes in both

federal and state regulations.

All in all, the services available

through the OSMA Ombudsman
Department can make membership
in the OSMA just one more reason

for physicians to continue support

of their state medical association.

For assistance, contact the OSMA
Ombudsman at

1-800-282-2712. OSMA

OLD-
NewVision

Turner and Shepard combines the stability and

experience of more than 40 years in business with

a youthful, new management group dedicated to

finding cost-efficient solutions to your insurance

needs. Timer and Shepard and your OSMA . .

.

making affordable the benefits you need.

ATURNER & SHEPARD, inc.
17 South High Street, Columbus, Ohio 43215 614 228-6115
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Loss Awareness

Are Your Back-up Coverage

and Message Services

Placing "feu at Risk?

You record the message, set your answering machine to pick up your
office calls, then off you go. Not all of your patients will be happy to get

your message, however . . .

W hile answering machines

and message services

provide needed assistance

to doctors, there are instances in

which doctor-patient relations have

been strained because of less than

satisfactory experiences with such

services.

It is realistic to anticipate

dissatisfaction from some patients

who are unable to reach you

directly. Many people still have a

strong dislike for answering

machines or services and will not

leave a message — but they should

not be ridiculed for not feeling

comfortable in talking to the

machine.

Some patients also may hesitate

to go to an emergency room in

your absence. Others will be

dissatisfied with incurring the costs

of an emergency room visit,

especially when their medical

problem is one that the physician

might have been able to handle by

phone.

Errors in relaying messages —
or the mishandling of incoming

calls via answering machines or

services — could, however, result

in patient injury and liability for

the doctor.

To reduce these risks, here are

guidelines for doctors who must
rely on an answering device when
other doctors are unavailable to

provide back-up coverage.

• Your recorded message should

be clear and distinct. Included

as part of the message should

be: when the office will re-open;

instructions directing the caller

to an emergency room; and how
to contact an ambulance, if

necessary.

• If your answering device can

accept messages, ask patients to

state their name, the date and
time, and a phone number. The
taped message also should

inform patients when they can

expect a return call.

• Emphasize that if the patient’s

condition worsens, he or she

should proceed to an emergency

room rather than wait for your

return call.

• Advise all patients, in advance,

that whenever you are

unavailable, their phone calls

will reach an answering system.

For those patients whose
conditions may involve

foreseeable complications (or

those who recently started new
medications), provide written

information on how to

recognize potentially serious side

effects that may require medical

attention.

• When your answering machine

will be directing patients to an

emergency room, alert the

emergency director before you

leave.

• Request that patients who are

seen in the emergency room be

instructed to call your office

when it reopens.

• To discourage patients from

delaying needed follow-up and

planned re-evaluation, limit

refill amounts for chronic

medications.

• You may want to consider

providing patients with a wallet-
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Loss Awareness

sized information card that lists

their medications and dosages,

plus significant aspects of their

medical history to assist

emergency room physicians.

Physicians who use an answering

service to handle calls when the

office is closed are reminded that

efficiency is the corner stone of a

good answering service. Any
incompetence in relaying a message

could result in injury to the

patient, as well as increase the

physician’s risk of liability.

It is recommended that doctors

request their answering services to:

• Identify themselves as an

answering service;

• Know where to direct patients

who require medical attention;

• Know how to reach the doctor

in an emergency;
• Know when the doctor and

office staff are away and when

they will return; and
• Know how to inquire

courteously and sensitively

about the nature of the medical

situation prompting the call.

It may be a good idea for

physicians to call their answering

service anonymously from time to

time to evaluate the response.

Answering services should treat

patients with the same courtesy

and respect that they receive from

the physician’s own office staff.

Claims files show that physicians

are not necessarily protected from

allegations of abandonment when
they utilize an answering machine
rather than another doctor for

backup. One of the major reasons

for this is that patients might not

appreciate the urgency of their

condition and may consequently

suffer injury as a result of delays

in obtaining medical treatment.

Malpractice attorneys also advise

that physicians are at risk for

allegations of abandonment when
they leave town or cannot be

reached to respond to a foreseeable

emergency.

Physicians need to determine for

themselves if they are protected

from liability when using — for

back-up coverage — answering

machines or services that refer

patients to an emergency room. It

is recommended that physicians

contact their professional liability

carrier for additional

information. OSMA

The Loss Awareness Bulletin is

provided each month through the

OSMA Task Force on Professional

Liability and its subcommittee on

Loss Awareness.

December 1990 845



Colleagues

ELAINE M. GREIFENSTEIN, MD,
North Canton, has been elected chair

of the Associates Council of the

American College of Physicians,

Ohio Chapter. . .

JAMES DILLER,
MD, Toledo, and the

staff of Northwest

Physicians are the

bronze medal recip-

ients of the 1990

Organizational Inno-

vators Awards, Multi-

Hospital System/Al-

ternative Health-Care

Provider category, presented by The
Healthcare Forum Foundation and
3M. . . DONALD WAYNE, MD,
Cincinnati, has been appointed direc-

tor of cardiology at The Jewish

Hospital. . . THOMAS BROTT,
MD, Cincinnati, has been elected

president of the Board of Trustees of

the American Heart Association’s

Cincinnati Division, and
CREIGHTON WRIGHT, MD, also

of Cincinnati, has been elected a

member of the board. . . CHARLES
A. BROWN, MD, Wooster, has been

entered in a national Charlie Brown-

lookalike contest.

The contest is being

held in celebration of

the 40th anniversary

of Charles Schulz’s

cartoon Peanuts. . .

ROBERT L. KATZ,
MD, Cleveland, re-

cently received the Thomas
Prestigious Honor Gretter, MD

Award from the American Academy
of Otolaryngology-Head and Neck
Surgery during the association’s an-

nual meeting. . . THOMAS E.

GRETTER, MD, and LEONARD P.

ROME, MD, both of Cleveland, have

received distinguished service awards

from the Academy of Medicine of

Cleveland. . . THOMAS U. TODD,
MD, a Cincinnati family practitioner,

has been installed as the 134th presi-

dent of the Cincinnati Academy of

Medicine. . . KIM GOLDENBERG,
MD, Dayton, has been named dean

of Wright State University School of

Medicine. Dr. Goldenberg, who had
been associate dean of students and

curriculum, is WSU’s fourth dean.

Creighton

Wright, MD

Should OSMA
change directions?

The final questions focused on

the respondent’s years in practice,

age and sex.

Years in Practice

1-5 years 21%
6-10 years 28%

11-15 years 27%
16-20 years 14%
>20 years 8%
No response 1%

Age
30 or under 1%
31-35 20%
36-40 29%
41-45 20%
46-55 28%
56-60 <1%
>60 0%
No response 1%

Sex

Male 90%
Female 9%
No response 1%

Next month, OHIO Medicine will continue to examine the results of the

recent OSMA survey by publishing the views of the non-members who
responded. If you have comments you wish to make regarding the

survey, or its results, please address them to: Executive Editor, OHIO
Medicine, 1500 Lake Shore Drive, Columbus, Ohio 43204-3824.
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Medical Tips

Changes made
in drug formulary
The Ohio Department of

Human Services makes quarterly

changes in the drug formulary.

Most of the additions and the

deletions are based on

recommendations presented by the

Pharmacy and Therapeutics

Committee. The committee is

composed of Janet Bixel, MD;
Charles May, DO; James Visconti,

PhD; Suzanne Eastman, R.Ph,

MS; Mary Ann Waltenbaugh, RN,
Ruth E. Purdy, MD; Mary Jo

Welker, MD; and Robert P. Reid,

R.Ph, chair.

For your information, the

following changes appeared in the

November 1, 1990 update.

Trade Name Additions

Epifrin 0.25%; Ethex 10 MEQ;
K-Lease 10 MEQ; Megace 20 mg,

40 mg; Minocin 50 mg, 100 mg
pellet capsules; Nephrovite;

Optipranolol ophthalmic solution;

Phos-Ex 250 mg; Retrovir

injection; Temovate scalp lotion;

Toradol injection; Trandate HCT
25/200; Trans-Ver-Sal patches;

Verelan 120mg, 240 mg.

Generic Additions

Promethazine injection 25

mg/ml, 50 mg/ml; silver

sulfadiazine cream; vancomycin

injection 500 mg, 1 gm.

NDC Conversions

Cloderm cream; Dyazide;

Dyrenium 50 mg, 100 mg;

Stelazine concentrate.

Deletions — Discontinued Drugs

Certain Ancef, Betagans;

Claforans; Colyte, Compal,
Compazine Spansules, Cytomel;

Elixicon; Keflin 4 gm.;

Levothroids; Nasalcroms; Parnate;

Phenergan-D; Propines; Rauwiloid;

Regroton; Slophyllin; Tace 72 mg;

Tagamet injection; Theolair SR 200

mg; Thorazine injections,

spansules; Uticorts; Vivactils.

Deletions Due to Court Litigation

Cefadroxils.

Changes in Pricing

Bromphen, P-Props.

Changes in Pricing

Bulk laxative; Calan SR 180 mg;

Milk of Magnesia

Package Size Additions

Betagan, Dermagran;

Indomethacin SR; Nix; Tolectin

600 mg.

Changes in Billing Unit

Irrigating solutions (bottle to

ml).

Dealing with death

and dying
Care for the terminally ill

patient may be one of the most

difficult tasks of the health-care

professional. A new 45-minute,

full-color video featuring advice

from noted thanatology expert Joy

Ufema may provide help, however.

The video tells professionals what

to say and how to act in common,
difficult situations. They also learn

how to detect easy-to-miss cues in

the patient’s conversation.

Checklists, tips and conversation

starters are featured on such

subjects as communication
problems, family anxieties, dealing

with fears and repressed anger and
how health-care professionals can

handle their own emotions.

Copies may be ordered from

Springhouse Publishing Company,
1111 Bethlehem Pike, Springhouse,

PA 19477, or call 1-800-346-7844

to locate a source near you.

OSMA Councilors

Listed below are the OSMA
Councilors and the districts they

represent. If you have any questions or

concerns regarding OSMA, please

address them to your Councilor.

First District

K. William Kitzmiller, M.D.
Town Place Medical

P.O. Box 42467

Cincinnati, Ohio 45242-0467

Adams, Brown, Butler, Clermont, Clinton,

Hamilton, Highland, and Warren

Second District

Walter A. Reiling, ]r., MD
2200 Philadelphia Drive, Suite 548

Dayton, Ohio 45406

Champaign, Clark, Darke, Greene, Miami,

Montgomery, Preble, and Shelby

Third District

William H. Kose, MD
200 W. Pearl Street

Findlay, Ohio 45840-1394

Allen, Auglaize, Crawford, Hancock,

Hardin, Logan, Marion, Mercer, Seneca,

Van Wert, and Wyandot

Fourth District

Su-Pa Kang, MD
3900 Sunforest Court, Suite 104

Toledo, Ohio 43623-4498

Defiance, Fulton, Henry, Lucas, Ottawa,

Paulding, Putnam, Sandusky, Williams,

and Wood
Fifth District

Ronald L. Price, MD
The Cleveland Clinic

Dept, of Ophthalmology, A-31

9500 Euclid Avenue
Cleveland, Ohio 44195-5024

Ashtabula, Cuyahoga, Geauga, and Lake

Sixth District

Robert C. Reed, MD
985 Sawberg Avenue, NE
Alliance, Ohio 44601-3590

Columbiana, Mahoning, Stark, and

Trumbull

Seventh District

Walter W. Jones, MD
East Ohio Regional Hospital

Physicians Office Bldg.

Martins Ferry, Ohio 43935

Belmont, Carroll, Coshocton, Harrison,

Jefferson, Monroe and Tuscarawas

Eighth District

Thomas ]. Hall, MD
Licking Memorial Hospital

1320 West Main Street

Newark, Ohio 43055

Athens, Fairfield, Guernsey, Licking,

Morgan, Muskingum, Noble, Perry, and

Washington

Ninth District

Richard Villarreal, MD
613 Center Street

Wheelersburg, Ohio 45694-1795

Gallia, Hocking, Jackson, Lawrence, Meigs,

Pike, Scioto, and Vinton

Tenth District

Claire V. Wolfe, MD
793 West State Street

Columbus, Ohio 43222

Delaware, Fayette, Franklin, Knox,

Madison, Morrow, Pickaway, Ross,

and Union

Eleventh District

Charles G. Adams, MD
13906 W . Lake Road
Vermilion, Ohio 44089

Ashland, Erie, Holmes, Huron, Lorain,

Medina, Richland, and Wayne
Twelfth District

Jack L. Summers, MD
75 Arch Street

Suite B2

Akron, Ohio 44304

Portage and Summit
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Obituaries

WILLIAM E. BOND, MD, Canal

Winchester; Ohio State University

College of Medicine, 1957; age 59;

died September 17, 1990; member
OSMA and AMA.

BENJAMIN FISHER, MD,
Painesville; Case Western Reserve

University School of Medicine,

1934; age 81; died September 24,

1990; member OSMA and AMA.

BERNARD D. GILLMAN, MD,
Cincinnati; University of

Cincinnati College of Medicine,

1943; age 73; died September 15,

1990; member OSMA.

JOHN H. HOLZAEPFEL, MD,
Columbus; University of Michigan

Medical School, Ann Arbor, MI,

1944; age 72; died September 25,

1990; member OSMA and AMA.

R.L. MANSELL, MD, Medina;

University of Pennsylvania School

of Medicine, Philadelphia, PA,

1925; age 90; died September 6,

1990; member OSMA and AMA.

GORDON F. MORKEL, MD,
Mansfield; Ohio State University

College of Medicine, 1950; age 69;

died August 28, 1990; member
OSMA.

FREDERICK P. OSGOOD, MD,
Toledo; University of Michigan

Medical School, Ann Arbor, MI,

1929; age 86; died August 28,

K
( "down" mood

tanges in appetite, weight, or

sleep patterns

Low energy
Feelings of hopelessness, loss, guilt

Thoughts of death, suicide

Difficulty thinking or remembering
Loss of interest in everything

Effective treatments are available.

For more information, contact:
D/ART Public Inquiries, Room 15C-05
National Institute of Mental Health

Rockville, MD 20857

OtMflTMENT Of M£AITH AMO HUMAN SfRMCtS Pub»c Health Service Alcohol Drug Abuse, and Mental Heoith Adm.nWra*on Notional institute of Mental Hi

1990; member OSMA and AMA.

JOHN E. STEPHENS, MD,
Columbus; Ohio State University

College of Medicine, 1949; age 71;

died October 12, 1990; member
OSMA and AMA.

SYGMUND J. TELERSKI, MD,
Columbus, Hahnemann Medical

College of Philadelphia,

Philadelphia, PA, 1939; age 77;

died September 27, 1990; member
OSMA and AMA.

EDGAR JAMES WILLKE, MD,
Maria Stein; University of

Cincinnati College of Medicine,

1931; age 84; died September 28,

1990; member OSMA and AMA.

Commentary
billion dollars per year, will have

to be corrected, for it also drives

up the cost of health care through

the excessive reliance on laboratory

studies as part of the practice of

defensive medicine. Hospitals

themselves must streamline their

administrative and purchasing

operations, and the governmental

and insurance industry regulations,

which are as expensive and

restrictive, must be reduced or

eliminated. In states like New
York, 25% of medical center costs

are derived from these sources.

Don’t be fooled. With all of the

publicity and advertising for these

various universal health plans, just

keep two words in mind: taxes and

rationing. Without both and a

complete overhaul of the present

health-care system, access to a

quality universal medical plan is a

fantasy. OSMA

Robert J. White, MD, PhD is a

professor of surgery at Case

Western Reserve University and

the director of neurosurgery at

the Metro Health Medical

Center, Cleveland.
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PICTURE YOURSELF
IN THE PRACTICE OF THE ’90’S
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The 1990's will bring more challenges than ever to the office-

based physician.

WILL YOUR PRACTICE BE READY?
Consider the benefits to both your patients and your practice of adding
IN-OFFICE HOLTER MONITORING — the-easy-to-do procedure that improves

your patient care and generates significant revenue for your practice.

SPECIAL LIMITED TIME OFFER!
Return this postage-paid reply card for more information on receiving ABSOLUTELY FREE
Pearls and Pitfalls in Electrocardiography by Henry J.L. Marriott M.D.

YES! Send me more information

on the benefits of in-office
NAME

HOLTER MONITORING and ADDRESS
details on receiving my
FREE BOOK CITY

STATE, ZIP

PHONE

ACT NOW!
OFFER EXPIRES 12/31/90

CONTACT

FOR IMMEDIATE INFORMATION. CALL (800) 443-3816
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based physician.

WILL YOUR PRACTICE BE READY?
Consider the benefits to both your patients and your practice of adding
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Practice Management
overhauling an office will disrupt

the practice, rest assured that most
decorators make all efforts to

accommodate their physician

clients.

Says Montenegro, “Nine times

out of 10, we coordinate the

installation when the physicians are

out of the office for a week. If

this is impossible, as in some
group practices, we work in the

evenings, weekends and days off,

trying to work around office hours

as best as possible.”

Just how much does an average

office overhaul cost? Like the

decor itself, prices will vary,

though anywhere from $15 to $45

per square foot can be expected

for a thorough facelift.

“The question here is, ‘What do
you want?’ ” says Montenegro.

“Do you want a Volkswagen in

green or a Jaguar in green?. . . a

cruise on the economy level of a

ship or on the promenade level? In

one case you’re getting a green car

and in the other case you’re going

to the same ports of call, but of

course the costs vary accordingly.”

OSMA

Clinical Clips

One million +
The number of senior citizens, age 65 and older, in

Ohio

12.7%

The percentage of U.S. population age 65 and older

20.7%

The percentage projected for the year 2030

3 million

The number of people killed by tuberculosis each year

15 million to 20 million

The projected number of people infected with

the HIV virus by the year 2000

$4,344
The cost of an average pregnancy and delivery in 1989

$7,186
The average cost of a Cesarean section

3%
The percentage of deliveries handled by midwives

Nine

The number of chronic diseases that kills

over half (52%) of the nation’s population

2%
The percent of public health dollars spent

combating those diseases

Sources for Clinical Clips on page 818
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ATTENTION RESIDENTS
AND

MEDICAL STUDENTS!
OHIO Medicine invites you to enter our second "Medical

Writing Contest."

The competition is open only to Ohio medical residents and
students. A plaque and a $250 prize will be awarded to both a

resident and a medical student who submit the most
outstanding scientific paper as judged by a distinguished

panel of medical experts.

The papers should be submitted between now and March 1,

1991. Winners will be announced and prizes awarded at the

1991 OSMA Annual Meeting in Columbus, Ohio.

The winning entries will also be published in OHIO
Medicine.

All entries should be no more than 10 typed, double-spaced

pages in length, and should be sent to:

OHIO Medicine
"Medical Writing Contest"
1500 Lake Shore Drive

Columbus, Ohio 43204-3824



Classified Advertising

Employment

Opportunities

ASSISTANT SURGEON/HOUSE
PHYSICIAN — For cardiovascular and
thoracic surgical service. Heart Center at

St. Vincent Charity Hospital and Health

Center. Reply to: Cardio-Vascular

Surgeons, Inc., 2322 East 22nd Street,

Suite #208, Cleveland, OH 44115-3176.

Excellent salary and benefits.

CARDIOLOGY — Be a part of a thriv-

ing invasive cardiology group practice

located in southern Indiana. Affiliated

with a 590-bed regional referral center.

Competitive salary plus malpractice in-

surance and other physician perks. Send
CV to Don Hoit, 11222 Tesson Ferry Rd.,

Suite 203, St. Louis, MO 63123 or call

1-800-336-3963.

COLUMBUS, OHIO: Physician needed

to staff urgent care facilities. Competitive

salary, full benefits. Respond with CV to

Paul Zeeb, MD, Medical Director,

Primary Medical Associates, Inc., 4900

Gettysburg Road, Columbus, OH 43220.

FAMILY PRACTITIONER — Needed
for rapidly growing MSG in western Ohio.

Competitive salary guarantee with a com-
plete benefit package. Community offers

lakes, outdoor recreation and city ac-

tivities nearby. Send curriculum vitae to

Durham Medical Search, Inc., 6300 Tran-

sit Rd., P.O. Box 478, Depew, NY 14043;

or call (800) 633-7724 (USA), (800)

367-2356 (NYS).

FAMILY PRACTITIONER — Full time

position at family practice/urgent care

facility. Located on the north coast of

Ohio in the heart of vacationland. Ma-
jor metropolitan areas 45 minutes east and

west. Average 60 patient visits/day. An-
nual gross $1.1 million. Base pay

$65K/year. Opportunity for partner-

ship/ownership. Malpractice and medical

insurance included. Send CV to reply box

229 c/o OHIO Medicine, 1500 Lake Shore

Dr., Columbus, OH 43204-3824.

FAMILY PRACTICE OPPOR-
TUNITIES, COLUMBUS, OHIO — Op
portunities to assume well-established solo

family practices. Partnership oppor-

tunities available. Established and active

clientele offering financial assistance and

personal expenses reimbursement. For

further information please contact: Krista

P. Greiner, Health Care Consultant, 2075

W. Big Beaver, Suite 600, Troy, MI 48084

(313) 649-2010.

FAMILY PRACTICE OPPORTUNITY,
DAYTON, OHIO — Excellent opportuni-

ty to join a well-established, reputable,

two-person group practice. Competitive

compensation package, including

malpractice and full comprehensive

benefits. For further information please

contact: Krista P. Greiner, Health Care

Consultant, 2075 W. Big Beaver, Suite

600, Troy, MI 48084 (313) 649-2010.

HEMATOLOGY-ONCOLOGY — Be a

part of a thriving group practice located

in southern Indiana. Affiliated with a

590-bed regional referral center. Com-
petitive salary plus malpractice insurance

and other physician perks. Send CV to

Don Hoit, 11222 Tesson Ferry Rd., Suite

203, St. Louis, MO 63123 or call

1-800-336-3963.

INTERNAL MEDICINE — Available

summer 1991. Physician retiring after 34

years. Successful stable practice, excellent

location, adjacent to major hospital.

North-central Ohio. Building and equip-

ment included. Service area 100,000. Will

introduce. Call (419) 525-2241, 8-5,

weekdays.

MEDICAL DIRECTOR needed for

Oakwood Forensic Center, a newly

renovated, acute-care, forensic psychiatric

care facility, operated by the Ohio Depart-

ment of Mental Health. JCAHO-
accredited facility, located in beautiful,

semi-urban Lima, Ohio. Serves an average

resident population of 50 patients from

the Ohio Penal System. Must be Board-

certified/Board-eligible in psychiatry and

possess Ohio medical license. Salary

negotiable, with liberal benefit package.

Equal Opportunity Employer. Send

resume to: Personnel Office, Oakwood
Forensic Center, 3200 N. West Street,

Lima, OH 45801.

MICHIGAN, ANN ARBOR SUBURB
— Primary care specialists needed.

Group-managed practice. Call 1 in 3.

First-year income guarantee, benefits and

paid malpractice. Call: Wanda Parker, Sr.

Associate, E.G. Todd Associates, 535 Fifth

Avenue, Suite 1100, New York, NY 10017.

Toll free (800) 221-4762. Collect (212)

599-6200.

NW OHIO INTERNAL MEDICINE
PHYSICIAN. Excellent income potential.

Receptive colleagues will provide referrals,

coverage and call. Established consultative

and procedural base, the type of practice

you trained for, first-year income
guarantee. Progressive, economically

strong hospital and community. For fur-

ther information call Rick Addis, Van

Wert County Hospital, Van Wert, OH
(419) 238-2390, or home (419) 238-9739.
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Classified Advertising

OBSTETRICS/GYNECOLOGY OP-
PORTUNITY, DAYTON, OHIO — Ex
cellent opportunity to join a well-

established group. Partnership oppor-

tunities available. Very reputable practices

with two satellite locations. Excellent

compensation package including malprac-

tice and benefits. For further information

please contact: Krista P. Greiner, Health

Care Consultant, 2075 W. Big Beaver,

Suite 600, Troy, MI 48084; (313) 649-2010.

OHIO, CLEVELAND — Experience the

renaissance of this great midwestern city

with a work schedule that allows you a

lifestyle with defined hours, plenty of per-

sonal time and an attractive practice set-

ting where you can provide both continu-

ing and episodic care in an urgent care set-

ting. Base stipend of $87,000-5110,000 (for

40-hour week) plus FFS compensation; 3

weeks vacation; on-call coverage;

malpractice, health and dental insurance;

profit sharing; buy-in/partnership oppor-

tunities. For more information contact

Mitchell Leventhal, MD at (216) 642-1440,

or send CV in confidence to 6133

Rockside Rd., Suite 10, Independence,

OH 44131.

OHIO: FAMILY PHYSICIAN —
BE/BC, residency-trained. Eastern

suburbs of Cleveland. Join two other

Board-certified, residency-trained family

physicians in a 1 '/2 -year-old growing prac-

tice. High-quality ambulatory and inpa-

tient care. No OB. Faculty appointment

available. Excellent compensation and

fringes. Contact: Frank M. Klaus, Direc-

tor of Physicians’ Services, University

Mednet, 18599 Lakeshore Blvd.,

Cleveland, OH 44119. In Ohio:
1-800-228-0834 or (216) 383-7823.

OHIO (NORTHEAST AND CENTRAL
LOCATIONS) — Full-time opportunities

for career-oriented emergency department

physicians. Directorships available. At-

tractive, moderate-volume facilities. Com-

petitive hourly rates, malpractice in-

surance and flexible scheduling. Benefit

package available to full-time physicians.

For more information contact: Emergen-

cy Consultants, Inc., 2240 South Airport

Road, Room 54, Traverse City, MI 49684;

1-800-253-1795 or in Michigan
1-800-632-3496.

PITTSBURGH AREA — New fee-for-

service ED group at The Medical Center

in Beaver, Pennsylvania is seeking an

associate director, full-time and part-time

emergency physicians for this 475-bed

Level II center. Double and triple coverage

during peak periods provides reasonable

patient load. New fast-track area, ex-

cellent medical staff back-up, CEN-
certified ED nurses, and full ad-

ministrative support. Outstanding com-
pensation and paid malpractice insurance.

Benefit package available to full-time

staff. Board eligibility or certification in

emergency medicine or primary care

specialty, and ACLS required. Contact:

Karen Remai, Emergency Consultants,

Inc., 2240 S. Airport Rd., Room 54,

Traverse City, MI 49684; 1-800-253-1795.

PRIVATE PRACTICE OPPOR-
TUNITIES — Exist in southern Indiana,

affiliated with a 590-bed hospital.

Specialties include internal medicine and

family practice. Competitive compensa-

tion plan and attractive partnership ar-

rangement available. Send CV to Don
Hoit, 11222 Tesson Ferry Rd., Suite 203,

St. Louis, MO 63123 or call

1-800-336-3963.

PSYCHIATRIST — Immediate opening

for staff psychiatrists, full time and part

time, Board-eligible/Board-certified, in a

JCAH-accredited, 300-bed inpatient

psychiatric hospital. Multi-discipline ap-

proach with psychiatrist as a treatment

team leader, expected to exercise strong

leadership in quality care of patients. Pro-

grams for admissions, extended care,

geriatrics and psychiatric rehabilitation.

License to practice in the state of Ohio is

required. Excellent salary and fringe

benefits, including paid vacation and per-

sonal leave, sick and educational leave,

health, vision, dental and life insurance,

and Public Employees’ Retirement

System. Contracts are available. Travel

costs may be negotiated. EEO Employer,

M/F/H. Send resume to W.J. Roberts,

Director of Personnel, or Nathanael

Sidharta, MD, Medical Director, Box 540,

Massillon, OH 44648, or call (216)

833-3135, ext. 223 or 229.

URGENTLY NEEDED BC/BE
ANESTHESIOLOGIST — Professional

corporation. Call (419) 756-5133.

Position Wanted

ANESTHESIOLOGIST — Available for

vacation coverage. (216) 321-1847.

Equipment

AUTOCLAVES — New Vernitron, state-

of-art, 3 models, 20% discount;

Microscope B & L (new); Cryogun (new);

refurbished Hewlett Packard heart

monitors and Ohio anesth. machines,

calibrated. Call or write Bernard Medical

Resources, 1555 Dixie Highway, Cov-

ington, KY 41011 (616) 581-5205.
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Practice for Sale

ESTABLISHED FAMILY PRACTICE
— Available northwest Ohio university

town. Excellent schools, housing, recrea-

tion, culture. Modern charts and equip-

ment, 98% collection rate. No HMOs,
IPAs. Congenial terms. Leaving for

academic position. No skeleton in closet.

Reply to Box 228, c/o OHIO Medicine,

1500 Lake Shore Dr., Columbus, OH
43204-3824.

FAMILY PRACTICE AVAILABLE —
Cincinnati, established 25 years. Call Wm.
Church (513) 661-1888.

INTERNAL MEDICINE — Practice for

sale. Physician retiring after 38 years

wishes to sell successful practice. Excellent

opportunity for Board-eligible or Board-

certified physician in internal

medicine/cardiology. Located in S.W.

Ohio. Practice is associated with four area

hospitals and has an excellent referral

system. Interested parties may contact Mr.

Gary Geiss, 3052 Queen City Ave., Cin-

cinnati, OH 45238.

PREMIUM SUBURBAN FAMILY
PRACTICE — 10 years old; annual gross

$200,000; creative financing available;

Call Dr. James Fast at (614) 927-1533 in

Columbus after 7 p.m.

WANT TO BUY PRACTICE — General

internal medicine or internal

medicine/cardiology. Reply to Box 227,

c/o OHIO Medicine, 1500 Lake Shore Dr.,

Columbus, OH 43204-3824.

Office Space

CLEVELAND — Furnished office space

available in University Heights for full-

time rent. For information, call

216-381-6463.

Display Advertising

Those who wish to place an

advertisement )4-page in size or

larger should contact the

appropriate advertising

representative:

Pharmaceutical

Terry Gladman
Lifetime Learning

505 Chicago Avenue
Evanston, Illinois 60202

(708) 866-7770

Non-pharmaceutical

George Quigley

Camargo Publications

4015 Executive Park Drive,

Suite 304

Cincinnati, Ohio 45241

(513) 563-9666

96% of patients

don't ask about

their medicines, 1

but 72% want more

information. 2

Don't disappoint them.

Break
theRx Silence

Barrier

Write for a free “Talk About

Prescriptions” Month Guide

containing “how-to” ideas and

reproducible patient handouts to:

The National Council on Patient

Information and Education
666 11th Street, NW, Suite 810
Washington, D.C. 20001

' FDA survey, "Patient Receipt of Rx Drug Information", 1983

- A Study of Altitudes, Concerns, and Information Needs for

Rx Drugs and Related Illnesses, CBS Television Network
Consumer Model Survey, 1983
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Ohio Research

WSU completing
sex-for-drugs study

In the seedier sections of

Dayton, Don McCoy and
Jennifer Champion are

becoming familiar faces. No,

they’re not drug users or

pushers, nor are they homeless.

They’re part of a Wright State

University project to learn how
swapping sex for drugs relates

to the rise in the number of

syphilis and AIDS cases.

According to Robert Carlson,

MD, the project’s social

scientist, the two diseases have

spread rapidly in the last two

years, which is why McCoy and
Champion are busy scouring the

streets of Dayton looking for

research subjects. To be more
specific, they are looking for men
and women who have either

exchanged sex for drugs or

exchanged sex for money to buy
drugs. The project is being funded

through the end of the year by the

Ohio Department of Public

Health.

At the beginning of the

program, Champion confides,

finding subjects was difficult

because of a lack of trust. “I

showed up my first day in a dress

and high heels,” she says. ‘‘I

started talking about Wright State

University research, and people

were looking at me like, are you

for real? So I had to dress down
and I had to learn street slang

before I could get anyone to

listen.”

Once a subject is located, he or

she is brought to the project’s

headquarters where blood is drawn
and tested and questions are asked

about the subject’s history. “Once
they’re sure we’re not a threat,

they’re willing to share information

about their lifestyles,” says Colleen

McCutcheon, a health educator

who administers the questionnaire.

Ten days after the blood test,

participants, who have ranged in

age from 19 to 45, return to learn

their results, as well as receive

information about how to protect

themselves from sexually

transmitted diseases. At the time

of this writing, about 95 men and
women had been tested, and of

those, only two had tested positive

for AIDS or syphilis.

While gathering information for

science has been the main thrust

of the project, McCoy and

Champion’s work has reaped some
unexpected benefits: One woman,
identified in a Dayton Daily News
article only as Stacey, has, with the

encouragement of the staff,

managed to get through a chemical

dependency recovery program and

has been living drug-free.

“I feel great,” Stacey was

quoted as saying. “I feel beautiful.

I feel marvelous.”

Words such as those should only

reassure the project’s staff that

their job has been well done. OSMA

Liver-brain link

examined
What you eat can affect the way

you think, according to a

Cleveland physician studying the

link between liver malfunction and

brain disorders.

For years, researchers thought

that high levels of ammonia were

poisoning the brains of people

whose livers could no longer

cleanse the substance from

their systems. But research

conducted by Kevin D.

Mullen, MD, of MetroHealth

in Cleveland, has shown that

a Valium-like substance may
be responsible for liver-linked

brain disorders.

“The liver is necessary for

the maintenance of normal

consciousness,” says Dr.

Mullen. “We know we ingest

toxins from eating and we
know the liver detoxifies

them. In people with significant

liver disease, the liver fails in this

function. Something gets into the

circulation that makes our level of

consciousness change and our

behavior change and you can

fluctuate in and out of these

states.”

That something is the naturally

occurring version of Valium, called

benzodiazepines. But as to why so

much is produced in certain

patients remains a mystery — one

that Dr. Mullen would like to

solve.

“My major thing is where the

devil is all this coming from,” he

says. “I have not found a source

high enough in the diet to explain

the levels I’m seeing in patients.”

One hope of curing this disease

rests with the drug, flumazenil,

which is not yet available in the

U.S. Flumazenil acts as a

benzodiazepine antagonist and has

been used to rouse people in liver-

disease comas in as little as 15

seconds. It is not known when the

drug will become available here,

but clinical trials are currently

being conducted.

Meanwhile, Dr. Mullen is

satisfied that research will

continue. “It is fascinating to

think you can get intoxicated from

the diet,” he says. “It’s an old

theory in medicine, that

constipation gave you lethargy, for

instance, from the early part of the

century. And like most folk

medicine, it appears to have a

germ of truth to it.” OSMA
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